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Convention Program 


relief from pain, 
fever, and 
inflammation 


DARVON COMPOUND 


(dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


Usual Dosage: 1 or 2 Pulvules® three or four times daily. 
Also Available: DARVON COMPOUND-65 


Eli Lilly and Company 
Indianapolis 6, Indiana, U. S. A. 
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check of 
diarrhea 


Curbs excessive peristalsis 
1 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


TRADEMARK 
e 
FORMULA: Each 15 cc. (tablespoon) contains: wid 


Sulfaguanidine U.S.P..... 2Gm. 


Pectin NF 225 me. EFFECTIVE ANTIDIARRHEAL 


3 Gm. 


Opium tincture U.S.P. ...0.08 cc. 
(equivalent to 2 cc. paregoric) 


Adults: Initially 1 or 2 tablespoons from : 
four to six 2 tea- 
spoons after each loose bowel move- New York 18, N. Y. 


ment; reduce dosage as diarrhea 
subsides. 


Children: 2 teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fl. oz. (raspberry flavor, pink color) 


Exempt Narcotic. Available on Prescription Only. 
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RECENT HEADLINES FROM A RALEIGH NEWSPAPER 


INFECTIOUS HEPATITIS CASES 
SOARING IN N.C. AND THE NATION 


RALEIGH—(AP)—The State Board of 
Health said Saturday that nearly 500 
cases of infectious hepatitis had been re- 
ported in North Carolina during 1960. 


TO IMPLEMENT A PROVEN STERILIZATION FORMULA, 
(TRUE STERILIZATION = STEAM PRESSURE + TEM- 
PERATURE + TIME) WE OFFER OFFICE MODEL AUTO- 
CLAVES MANUFACTURED BY PELTON & CRANE OR 
RITTER CO. (CASTLE). 


Distributors of KNOWN BRANDS of PROVEN QUALITY 
WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Company Winchester - Ritch Surgical Company 
119 East 7th St. Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre 
park of longleaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and 
Southern Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly 
out-of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at an 
understanding of his problems and by adjustment to his personality difficulties or modifica- 
tion of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 
Malcolm D. Kemp, M. D. Medical Director 
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NEW UNEXCELLED TASTE 


SYRUP OF CHLORAL HYDRATE 


NEW rRaALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, Inc. ricumonn va. 
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PROTECTION IN 


ANGINA 
PECTORIS 


ANTORA... 


PROVIDES 10-12 HOURS 
GRADUAL RELEASE .. . 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate . . . a clinicall’ proven 
dosage form. For assured 24 hour control, administer 
one Antora capsule before breakfast and one before 
evening meal. ANTORA REDUCES NITROGLYCERIN RE- 
QUIREMENTS . . . IMPROVES EKG TRACINGS .. . 
PROVIDES BETTER EXERCISE TOLERANCE . . . REDUCES 
NUMBER AND SEVERITY OF ATTACKS. Administer with 
caution in glaucoma. 


FOR THE UNDULY 
APPREHENSIVE PATIENT . . . 


“ANTORA-B... 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythrito! Tetranitrate plus 50 mg. Secobarituric 
Acid. Medication is released over 10 to 12 hours with 
fewer side effects and less “hangover” than the long- 
er acting barbiturates. As with Antora, capsules are 
administered only twice daily instead of the usual 
8 to 12 tablets. Administer with caution in glaucoma. 


y 

REFER TO Supplied: Bottles of 60 and 250. 
Literature and clinical samples 

available. 
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PHARMACEUTICALS 
1042 WESTSIDE DRIVE 
GREENSBORO, NORTH CAROLINA 
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How 

do 
Filmtab: 
coated 
vitamins 
stack 
up? 


Up until the moment we put the coatings on the Optilets” be- 
low, the tablets were all the same. Now, consider the differences. 

The column on the left contains 125 Optilets with a con- 
ventional sugar coating. 

The column on the right—125 Optilets with a Filmtab 
coating. 

How do they stack up? 

Well it’s easy to see that the column on the right is much 
shorter. That’s because the Filmtab coating cuts tablet bulk 
up to 30%. The result is a small, streamlined vitamin that’s 
easy to swallow—the most compact tablet of its kind. 

And when it comes to protecting potency (the main function 
of a coating), the Filmtab is in a class by itself. Sugar coatings, 
by their very nature, are aqueous solutions. Yet every measure 
must be taken to keep moisture out of the vital tablet core, 
necessitating ‘“‘seal’’ coats which also increase bulk. The Filmtab 
operation, on the other hand, is essentially an anhydrous 
procedure. Seal coats are neither used nor needed. The chances 
of moisture being trapped inside the tablet are infinitesimal. 

No chipping or breaking, no vitamin tastes 
or odors, no wasted vitamins—thanks to the 
Filmtab coating. 

Only the Abbott Filmtab offers so much in ABBOTT 


so little. 


Filmtab—Film-sealed Tablets, Abbott. 
© 1960, ABBOTT LABORATORIES 101031A 


i 
4 
4 
a 
sid 
* ‘ x 
a 


Abbott 
Vitamins 

On the 
Table 


MAINTENANCE FORMULAS 


DAY TEENS" To help insure optiomal nutrition 
in growing teenagers 


Each Filmtab® represents: 


Vitamin A...................- (6000 units) 1.5 mg. 
Vitamin D.................. (1000 units) 25 mcg. 
Thiamine Mononitrate (B1)................ 2mg. 
Pyridoxine Hydrochloride................ 0.5 mg. 
Cobalamin (Vitamin Bi2)............ 2 mcg 
Calcium 5 mg. 
0.15 mg 
lodine (as calcium iodate).............. 0.1 mg. 
Manganese (as sulfate)................ 0.05 mg. 
Magnesium (as oxide)................ 0.15 mg. 
Calcium (as phosphate)................ 250 mg. 
Phosphorus (as calcium phosphate).... 193 mg. 


In table bottles of 100, bottles of 250 & 1000 


DAYALETS® Extra-potent maintenance formu- 
las, ideal for the nutritionally run-down" 
Each Filmtab® represents: 


ee 3 mg. (10,000 units) 
. 25 mcg. (1000 units) 
Thiamine 5 mg. 
Riboflavin......... 5 mg. 
Pyridoxine Hydrochloride................. 2mg. 
Cobalamin (Vitamin B12)... 2 mcg 
Calcium Pantothenate.... ... 


in table bottles of 100, bottles of 50, 250 & 1000 


DAYALETS-M® Each Filmtab represents all the 
vitamins of Dayalets plus the following: 


Copper (as sulfate).................. 1 mg. 
lodine (as calcium iodate)............. 0.15 mg. 
Manganese (as Sulfate).................... 1 mg. 
Magnesium (as oxide).................+-+- 5 mg. 
Zinc (as sulfate)...... 1.5 mg. 
Molybdenum (as sodium molybdate). ... 0.2 mg. 


In table botties of 100 & 250, bottles of 1000 


THERAPEUTIC FORMULAS 


OPTILETS® Therapeutic formulas for more 
severe deficiencies—illness, infection, etc. 
Each Filmtab® represents: 


sus 7.5 mg.(25,000 units) 
Thiamine Hydrochloride................. 10 mg. 
cas 100 mg. 
Pyridoxine 5 mg. 
Cobalamin (Vitamin Biz) ............... 6 meg. 
Calcium Pantothenate................... 20 mg. 


In table bottles of 30 & 100, bottles of 1000 


OPTILETS-M® Each Filmtab represents all the 
vitamins of Optilets plus the following: 


lodine (as calcium iodate)............. 0.15 mg. 
Manganese (as sulfate).................... 1 mg. 
Magnesium Gis Oxide)... 5 mg. 
Molybdenum (as sodium molybdate).... 0.2 mg. 


In table botties of 30 & 100, botties of 1000 


SUR-BEX® WITH C Therapeutic B-complex 
with C, for convalescence, stress, post-surgery. 
Each Filmtab® represents: 


Thiamine 6 mg. 
Pyridoxine Hydrochloride.............. 2.5 mg. 
Cobalamin (Vitamin Bi2)............ ... 2meg 
Calcium Pantothenate................... 10mg. 
Desiccated Liver, N.F................... 150mg 
wer Fraction 150 mg. 
Brewer's Yeast Dried.................++ 150 mg. 


In table bottles of 60, bottles of 100, 500 & 1000 


ABBOTT 


TABLE BOTTLES AT NO EXTRA COST 


VITAMINS BY ABBOTT 


@rFiLMTAB— FILM-SEALED TABLETS, ABBOTT TM—TRADEMARK 


©1960, ABBOTT LABORATORIES 1010318 


one 
 daily-reminder table-bottlks 
... in attractive daily-reminder table-bottles 
100 mg. 
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Sure ‘Chut 


. are life-saving devices as surely as para- 


t chutes. Irvin Auto Seat Belts are made by the 
all 0 Irving Air Chute Company, world’s oldest and 
largest manufacturer of parachutes and other 
survival equipment. Irvin Seat Belts are check- 


seat helts rated by Consumers’ Union and approved by the 


Society of Automotive Engineers. 


In the opinion of the American Medicat Association, more than 10,000 lives could have been 
saved in 1960 if the occupants of the cars invo!ved in accidents had been wearing seat belts. 
Convinced of the value of seat belts, and dismayed by their lack of public acceptance, the A.M.A. 
in 1958 joined the National Safety Council and the U. S. Public Health Service in a campaign to 
sell the seat belt concept. A.M.A. participation in the project was suggested by its Committee 
on Medical Aspects of Automobile Injuries and Death, a group firmly sold on the importance 
of such belts in injury reduction. Smart drivers use seat belts . . . how about you? 


SPECIAL PRICE DOCTORS 


$ 95 AMPUTATE AND MAIL 
Reg. Mail To: GIG HENDERSON AGENCY 


2920 Clays Mill Road MEDICAL DISCOUNT 
Lexington, Kentucky ORDER BLANK 


IRVIN AUTO Please Ship To: NAME 
ADDRESS 
CITY & STATE 

SEAT BELTS The following Irvin Auto Seat Belts: 


(indicate number by color desired) 


for BROWN FAWN BLUE GREEN GREY BLACK 
ROYAL BLUE MAROON FLAME RED 


| understand that, as a reader of the Journal, | am eligible for 

5 75 the special discount price of $6.75 ea. for the regular $10.95 
Irvin Auto Seat Belt. 

INCLUDING Si d 

@ FED. TAX AND 


SHIPPING Amount Enclosed $ 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


*“benign”’’ 
glycosuria... 
danger sign 


“Benign” glycosuria can be the first sign of impending dia- 
betes when observed in predisposed persons during the “silent” 
period preceding frank diabetes. In one series of 1,140 dia- 
betics, 96 had been informed of “benign” glycosuria prior 
to development of diabetes.* 

If these patients had periodically tested their urine after 
the first finding of glycosuria, many of them might have de- 
tected recurrence of glycosuria—thus permitting earlier 
diagnosis of diabetes by the physician and possible 
avoidance of degenerative complications. Slight 
glycosuria, éven when only occasional, 
should. always arouse suspicion of 
latent diabetes. 


*Pomeranze, J.: J. New York 
M. Coll. 7:32, 1959, 


Periodic urine-sugar test- 
ing at home is an integral part of 
the follow-up of “benign” glycosuria. Its 
practicality is increased when the patient charts 
his findings on the CLiniTest® Graphic Analysis 
Record. This chart frees the physician from dependence 
on the patient’s memory and enables him to follow at a 
glance the trend and degree of any glycosuria. 


for follow-up of ‘‘benign’’ glycosuria and 
earliest detection and control of Diabetes 


color-calibrated 


CLINITEST’ 


BRAND Reagent Tablets 


Standardized urine-sugar test for reliable quantitative estima- 
tions - familiar blue-to-orange spectrum—easily interpreted 
results + “plus” system covers entire critical range—includ- 
ing %% (++) and 1% (+++) « patient cooperation 
encouraged by use of Graphic Analysis Record 
—supplied with CLINITEsT Set and each 
tablet refill package. 


AMES 


COMPANY, INC 
Elkhart + Indiana 
Toronto * Canado 


4) 
pf. 
? 
1 
4 
i 
. 
< id — 
3 
ay 


Strains 


STREPTOKINASE-STREPTODORNASE LEDERLE 


buccal tablets 


can make 
difference 
{your patient/ 
reduce recovery 


ime/add 
comtort 


VARIDASE stimulates early fibrinolysis to reduce inflam- 
mation, swelling and pain. Natural regenerative factors 
penetrate the site to accelerate healing. A faster return to 
functional ability follows a more comfortable convales- 
cence —a world of difference to your patient. 

Precautions: VARIDASE has no adverse effect on normal blood 
clotting. Care should be taken in patients on anticoagulants or with 
a deficient coagulation mechanism. When infection is present, 
VARIDASE Buccal Tablets should be given in conjunction with 
antibiotics. 

Dosage: One buccal tablet four times daily usually for five days. To 
facilitate absorption, patient should delay swallowing saliva, 
Suppliec: Each tablet contains 10,000 Units Streptokinase, 2,500 


escence 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QZ 


Units Streptodornase. Boxes of 24 and 100 Tablets. 
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TE COMPLEX WITH PHENYLTOLOXAMINE AND APC 


According to a report by the Council on Drugs 
of the American Medical Association,* 
K, + symptomatic relief of aches, pains, antibiotics may be administered for prophylaxis 
fever, coryza and rhinorrhea associated ° dary bacterial i d in th 
with upper respiratory infections against secondary bacterial invaders in the 
+ efféctive antibiotic action against following types of patients with influenza: 
pregnant women; debilitated infants; 
t ine-sensiti h 
older individuals; patients being treated for other 


bacterial infections with chemotherapeutic 


Only a single prescription provides: 


Each 
TETREX-APC with BRISTAMIN 


sain Capsule contains: agents, and patients with chronic, nonallergic 
TETREX (tetracycline phosphate complex respiratory disease. 
equivalent to tetracycline HC1)..............:cceeeeeeeeees 125 meg. 
ANALGESIC — ANTIPYRETIC *Council on Drugs, J.A.M.A. 165:58 (Sept. 7) 1957. 
Aspirin ...150 mg. 
Phenacetin 120 mg. 
Caffeine 30 mg. 
ANTIHISTAMINIC 
BRISTAMIN (phenyltoloxamine citrate)................ 25 mg. BRISTOL LABORATORIES 
Josage: Adults: 2 sules r 4 times ay K 5 . 
Dosage — capsules 3 or 4 times a day for 3 to 5 Div. of Bristol-Myers Co. BRISTOL 


Children: 6 to 12 yrs.: One-half the adult dose. SYRACUSE, NEW YORK 


Supplied: Bottles of 24 and 100 capsules. 


tmay oecome more 
than just a cold... 
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UNSURPASSED “GENERAL-PURPOSE” CORTICOSTEROID... 
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Triamcinolone LEDERL 


OUTSTANDING FOR “SPECIAL-PURPOSE” THERAPY 
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sinc proved 


unsurpassed efficacy and relative safety in the therapy of rheumatoid arthritis, 
inflammatory and allergic dermatoses, bronchial asthma, and all other condi- 
tions in which corticosteroids are indicated. But ARISTOCORT has also opened up 
new areas of therapy for selected patients who otherwise could not be given corti- 
costeroids. Medicine is now in an era of “‘special-purpose”’ steroids.' 


One outstanding advantage of triam- degrees. And McGavack,? in a compar- 
cinolone is that it rarely produces ative tabulation of steroid side effects, 


edema and sodium retention.':? indicates that triamcinolone does not 
roduce the increased appetite, insom- 

The clinical importance of this prop- 
nia, and psychic disturbances associ- 


in ated with other newer steroids. 
treating certain types of patients. 
McGavack and associates* have 
reported the beneficial results with 
ARISTOCORT in patients with existing 
or impending cardiac failure, and those 
with obesity associated with lymph- 
edema. Triamcinolone, in contrast to 
most other steroids, is not contraindi- 
cated in the presence of edema or 
impending cardiac decompensation.® 


ARISTOCORT can thus be advantageous 
for patients requiring corticosteroids 
whose appetites should not be stimu- 
lated, and for those who are already 
overweight or should not gain weight. 
Likewise, ARISTOCORT is suitable for 
the many patients with emotional and 
nervous disorders who should not be 
subjected to psychic stimulation. Fur- 
thermore, ARISTOCORT Triamcinolone, 


Hollander’ points out the superiority in effective doses, showed a low inci- 
of triamcinolone in not causing mental dence of side reactions and is a steroid 
stimulation, increased appetite and of choice for treating the older patient 
weight gain, compared to other steroids in whom salt and water retention may 
which produce these effects in varying cause serious damage.” 


References: 1. Hollander, J. L.: J.A.M.A.172:306 (Jan. 23) 1960. 2. McGavack, 
T.H.: Nebraska M. J. 44:377 ( Aug.) 1959. 3. McGavack, T. H.; Kao, K. Y. T.; 
Leake, D. A.; Bauer, H. G., and Berger, H. E.: Am. J. M. Sc. 236:720 ( Dec.) 


1958. 
Precautions: Collateral hormonal effects generally associated with cortico- 
steroids may be induced. These include Cushingoid manifestations and muscle 


weakness. However, sodium and potassium retention, edema, weight gain, 
psychic aberration and hypertension are exceedingly rare. Dosage should be 
individualized and kept at the lowest level needed to control symptoms. It 
should not exceed 36 mg. daily without potassium supplementation. Drug 
should not be withdrawn abruptly. Contraindicated in herpes simplex and 
chicken pox. 

Supplied: Scored tablets—1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 
16 mg. (white). 


LEDERLE LABQRATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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BRAWNER’S 
SANITARIUM, INC. 


(Established 1910) 
2932 S. Atlanta Road, Smyrna, Georgia 


Heart Strain 
and Fatigue 
with a 
Home Elevator 


For the Treatment of Psychiatr’c Hinesses 
and Problems of Addiction 


Inclin-ator travels up and down ree 
stairways—Elevette fits snugly Modern Facilities 
into closet space. Ideal for in- 
valids and older folks, with safe Approved by Central Inspection Board of 
push-button controls. Uses or- 

dinary house current. Used in American Psychiatric Association and the 


hundreds of nearby homes. Call Joint Committee on Accreditation 
or write today for free survey. 


MONARCH, Jas. N. Brawner, Je, M.D. 


ELEVATORS Medical Director 
Freight & Passenger Elevators 


Greensboro, North Carolina 
Charlotte e Raleigh Phone HEmlock 5-4486 


R ke @ Augusta ¢ Greenville 


For Prevention and Reversal of 


CARDIAC ARREST 


| pee, |, The Birtcher Mobile Cardiac Monitoring 
ae and Resuscitation Center* 


Cardiac Arrest is an ever present danger during anesthesia 


Cardiac arrest can occur during an anesthesia, even to 
patients with no prior record of cardiac disease. Con- 
tinuous monitoring of every patient can prevent most 
cardiac arrests by providing advance warning. Il or 
cases where the accident cannot be prevented, instru- 
ments to reverse the arrest and restore circulation 
should always be instantly available. 


*Comprised of the Birtcher Cardioscope, EEG Pre-Amplifier, Dual 
Trace Electronic Switch, Electrocardiograph, Defibrillator and 
Heartpacer with all necessary attachments on a Mobile stand 
as shown. 


Carolina Surgical Supply Company 
“The House of Friendly and Dependable Servicc” 
706 TUCKER ST. TEL: TEMPLE 3-8631 
RALEIGH, NORTH CAROLINA 
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KING 


It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor . . . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


© 1961 P. LORILLARD CO, 


A PRODUCT OF P LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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IN COLDS AND SINUSITIS— 

THE RIGHT AMOUNT OF “INNER SPACE” 

RIGHT AWAY Neo-Synephrine hydrochloride relieves the boggy 
feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 


ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 

(lp) LABORATORIES Neo-Synephrine solutions and sprays produce shrink- 


New York 18, N. Y. age of tissue without interfering with ciliary activity 
or the protective mucous blanket. 


® For wide latitude of effective and safe treatment, 
ad Neo-Synephrine hydrochloride is available in nasal 
(Brand of phenylephrine hydrochloride) sprays for adults and children; in solutions from 


hydrochloride 14% to 1%; and in aromatic solution and water 


NASAL SOLUTIONS AND SPRAYS  solubic jelly. 
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DORNWAL® HAS BEEN CALLED 
“THE GENERAL TRANQUILIZER 
FOR GENERAL PRACTICE.” 


Suppose the physician visiting this patient finds 
that he has to be hospitalized. Certainly he wants 
an alert but not excited fellow who can respond 
to the history and physical on admission. De- 
pending on the condition, of course, the thing to 
do is to give the patient one or two tablets of 
Dornwal before he ever leaves his home. 

Dornwal will calm the patient but won’t make 
him drowsy or give him feelings of depersonali- 
zation. And what’s more, while Dornwal most 
assuredly tranquilizes, it won't interfere with most 
other medications that your subsequent examin- 
ation or laboratory studies may indicate. 

Since every man in general practice encounters 
such situations almost daily, it makes good sense 
to keep some tablets in one’s bag, doesn’t it? 
We will be glad to send you a supply. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three montis’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist’’, Dornwal is amphenidone 
No absolute contraindications to the use of Dornwal are known. There 
have been no reports or evidence of habituation, addiction or drug toler. 


ance in animal or clinical studies. Dornwal is relatively free from untoward 
effects when administered at ded dosages. 


Maltbie Laboratories Division, 


Wallace & Tiernan Inc., Belleville 9,N.d. 
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Clinical samples sent to physicians on request 


~ timers 
QUINIDING 
| SULFATE 
| 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of 


unvarying activity and quality. 


When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 

is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural 
0.2 Gram (or 3 grains) 
Davies, Rose 


Davies, Rose & Company, Limited 
Boston 18, Mass. 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins 1n truly 


therapeutic amounts: 


Vitamin A .... 25,000 U.S. P. Units 
1,000 U.S. P. Units 
Thiamine Mononitrate. . 

Riboflavin 

Niacinamide 

Vitamin C . 

Pyridoxine 

Calcium Pantothenate 


Vitamin 


Squibb Quality—the Priceless Ingredient 
sane ‘Theragran’® is a Squibb trademark 
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utrition.. . present as a modifying or complicat- 


ing factor in nearly every illness or disease state9® 


1. Youmans, J. 8.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


disease. “ 9 Kampmeier, R.H.: Am. J. Med. 25:662 (Nov.) 1958 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy . . .””* 


3. Fernandez-Herlihy, L: Lahey Clinic Bull. 1112 (July-Sept.) 1958 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 
monly observed in patients on peptic ulcer diets.‘ Daily administration of therapeutic 
Vitamins to patients with hepatitis and cirrhosis is recommended by the National 


5 4. Sebrell. W.H.. Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack. H., and Halpern, S.L. Therapeutic Nutrition 
National Academy of Sciences and National Research Council, Washington, D.C.. 1952, p. 57 


Research Council. 


degenerative diseases “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


American adult. ” 6 Overholser, W.. and Fong. T.C.C. inStiealitz, E. J.: Geriatric Medicine, 3rd edition. J, B Lippincott, Philadelphia, 1954, p. 264 


In fectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.* 7 cowsme,o 


Conference on Vitamin C. Tre New York Academy of Sciences, New York City, Oct. 7 and 8. 1960. Reported in: Medical Science 8:°772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.® “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet. ...There is some evidence of 
interference with normal riboflavin utilization during catabolic episodes.’”® 


8. Duncan G.G.: Diseases of Metabolism 4th edition W.B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.; Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF, 
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over five years 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
Also as MEPROTABS* — 400 mg. unmarked, coated tablets; and 
as MEPROSPAN® — 400 ing. and 200 ing. continuous release Capsules, 


waLLace LABORATORIES / Cranbury, N. J. 


@TRAGE- MARK 


4 
Paige 
N 46 
) 


...for the tense and nervous patient 


Despite the introduction in recent years of “new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 


the patient or the physician. 
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stops tension 


For neuralgias, dysmenorrhea, upper respiratory 
distress, postsurgical conditions... new compound 
kills pain, stops tension, reduces fever—gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, totally dif- 
ferent analgesic combination that contains three 
drugs. First, Soma: a new type of analgesic that 
has proved to be highly effective in relieving 
both pain and tension. Second, phenacetin: 
a “standard” analgesic and antipyretic. Third, 


NEW NONNARCOTIC ANALGESIC 


caffeine: a safe, mild stimulant for elevation of 
mood. As a result, the patient gets more complete 
relief than he does with other analgesics. 

Soma Compound is nonnarcotic and nonad- 
dicting. It reduces pain perception without im- 
pairing the natural defense reflexes.* 


Composition: Soma (carisoprodol), 200 mg.; 


® 
phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: | or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 
scored tablets. 


Dosage: 1 or 2 tablets q.i.d. 


NEW FOR MORE SEVERE PAIN 


soma (Jompound codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only 4 grain of codeine phosphate 
is supplied to relieve the more severe pain that usually requires ¥2 grain. 
Composition: Same as Soma Compound plus “% grain codeine phosphate. 


Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


"References available on request. 


( WALLACE LABORATORIES © Cranbury, N. J. 
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Doctor 


7's 


=~ 1S the EMBLEM of sound experience in SERVICE 


the MARK of complete PROFESSIONAL 


the SYMBOL of ASSURANCE OF 


public relations minded handling of your 


receivable and collection problems. 


to the professional offices. 


accounts receivable service. 


Here Are the BUREAUS in Your Area Capable and Ready to Serve You 


MEDICAL - DENTAL CREDIT BUREAU 


514 Nissen Building 
P. O. Box 3136 

Winston-Salem, N. C. 
Phone PArk 4-8373 


MEDICAL - DENTAL CREDIT BUREAU 


2041/2 W. Morehead, Library Building 


P. O. Box 983 
Reidsville, N. C. 
Phone Dickens 9-4325 


MEDICAL - DENTAL CREDIT BUREAU 


310 N. Main Street 
High Point, N. C. 
Phone 88 3-1955 


MEDICAL - DENTAL CREDIT BUREAU 


A division of Carolina Business Services 


Room 10 Masonic Temple Building 


P. O. Box 924 
Wilmington, N. C. 
Phone ROger 3-5191 


MEDICAL - DENTAL CREDIT BUREAU 


212 West Gaston Street 
Greensboro, N. C. 
Phone BRoadway 3-8255 
MEDICAL - DENTAL CREDIT BUREA 
220 East 5th Street 

Lumberton, N. C. 
Phone REdfield 9-3283 


MEDICAL - DENTAL CREDIT BUREA 
225 Hawthorne Lane 

Hawthorne Medical Center 
Charlotte, N. C. 

Phone FRanklin 7-1527 


THE MEDICAL - DENTAL CREDIT BUREAU 
Westgate Regional Shopping Center 
Post Office Box 2868 
Asheville, North Carolina 
Phone Alpine 3-7378 


ETHICAL 


accounts 


U 


U, INC. 


HIGHLAND HOSPITAL, INC. 


Founded In 1904 


ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures — insulin, electro- 
shock, psychotherapy, occupational and recreational therapy — for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic service and therapeutic treatment for selected cases desiring 


non-resident care. 


R. CHARMAN CARROLL, M.D. 


Medical Director 


ROBERT L. CRAIG, M.D. 
Associate Medical Director 


JOHN D. PATTON, M.D. 
Clinical Director 
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Pain Reliever 


Professional confidence in the uniformity, 
potency and purity of Bayer Aspirin is evi- 
denced by ever increasing recommendation. 
Today Bayer Aspirin is the most widely 
accepted brand of analgesic in the world. 

We welcome your requests for samples 
of Bayer Aspirin and Flavored Bayer Aspirin 
for Children. 


THE BAYER COMPANY, DIVISION OF STERLING DRUG INC., 1450 BROADWAY, NEW YORK 18, N.Y, 
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ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 


NICOZOL therapy (the original formula) affords eo oO 
prompt relief of apathy. Patients generally look 


better, feel better; become more cooperative For relief of agitation and hostility: 
cheerful and easier to manage. NICOZOL with reserpine Tablets 


No dangerous side effects. Supply: Capsules « Elixir Pou 


DRUG Write for professional sample and literature. _— 
age o 
C Speciatties WINSTON-SALEM 1, NORTH CAROLINA 


DEDICATED TO SERVING THE SOUTHERN PHYSICIAN 
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EFFECTIVE ANTIHISTAMINE-DECONGESTANT ACTION 


COVANAMINE’S combination of two antihistamines and two 
decongestants — shrinks swollen turbinates—opens blocked 
ostia— promotes drainage —reestablishes patency—in the 
treatment of common colds, rhinitis, sinusitis, nasal allergies 
and post nasal drip. 

Constant therapeutic levels are maintained by COVANAMINE’S 
Sustained Action Tablets which meter out the active ingredi- 
ents... with minimal side effects, less drowsiness. 


Also available as Black Cherry Flavored COVANAMINE 
LIQUID; COVANAMINE EXPECTORANT provides the liquid 
formula plus glyceryl guaiacolate. 


Each Sustained Action (continuous release) COVANAMINE tablet contains: 
phenylephrine HCI 15 mg., phenylpropanolamine HCI 25 mg., Chlorptieniramine 
maleate 4 mg., and pyrilamine maleate 25 mg. 

COVANAMINE LIQUID provides % the tablet formula in each 5 ml. teaspoon. 
COVANAMINE EXPECTORANT provides the liquid formula plus glyceryl guaiaco- 
late 100 mg. per teaspoon. 

Dosage: Tablets: Adults—1 tablet (swallowed without chewing) morning, mid-after- 
noon and at bedtime; Children, 6 to 12 years—% tablet. Liquid and xpectorant: 
Adults—2 teaspoonfuls every four hours. Children 6 to 12 years—1 teaspoonful 
every four hours; 1 to 6 years—% teaspoonful every four hours; under 1 year— 
% teaspoonful every four hours. 


VANPELT AND BROWN, INC. Richmond, Virginia 
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Mayor Hospital Policy 


Pays up to $10,000.00 for each member of your family, 


subject to deductible you choose 


Deductible Plans available: 
$100.00 
$300.00 
$500.00 


Business Expense Policy 


Covers your office overhead while you 


are disabled, up to $1,000.00 per month 


approved by 
The Medical Society of North Carolina 
for Its Members 


Write or Call 


for information 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
Harry L. Smith John Carson 
108 East Northwood Street 
Across Street from Cone Hospital 
GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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XXIII 


Each of the babies pictured on this page 
was borne by a mother with a documented 
previous history of true habitual abor- 
tion, who was treated with DELALUTIN 
during the pregnancy leading to this birth 


LIVING PROOF OF FETAL SALVAGE WITH 


SQUIBB HYDROXYPROGESTERONE CAPROATE Improved Progestational Therapy 


Denver, Colo. 


Lincolnwood, Ill. 


Roselle, Ill. Seaford, N. Y. Hartford, Conn. East Williston, N.Y. 


Norwich, Vt. 


DELALUTIN offers these advantages over other progestational agents 
* long-acting sustained therapy ¢ more effective in producing and maintaining a 
completely matured secretory endometrium * no androgenic effect * more concen- 
trated solution requiring injection of less vehicle * unusually well-tolerated, even in 
large doses * tewer injections required + low viscosity makes administration easy 
Complete information on administration and dosage is supplied in the package insert 
Supply: 
Vials of 2 and 10 cc., each containing 125 mg. of hydroxyprogesterone caproate in benzyl benzoate and sesame oil, 


Also available: DELALUTIN 2X in 5 cc. multiple-dose vials. Each cc. contains 250 mg. hydroxyprogesterone caproate 
in castor oil, preserved with benzyl alcohol. 


SQUIBB | Squibb Quality — The Priceless Ingredient 


*DELacuTin’ © is A SQUIBB TRADEMARK 


Garden City, N. Y. A j 
Denver, Colo. ‘ 
ee : Skokie, Ill. No. Massapequa, L. I., N. Y. 
’ 
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“ extraordinarily effective diuretic.” 


Efficacy and expanding Clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.? More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin € K — for added protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


enzydrotiumethia. 


Naturetin 


Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 
EK (5 € 500) Tablets, capsule-shaped, containing 5 mg. ben- 
zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
é K (2.5 € 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) 1960. 


ide with Potassium Chloride 


March, 1961 


— 
XXI\ 
ng 
= 
> 


ANNOUNCING— 

SPECIFICALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL” PENICILLIN 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


UNIQUE—BECAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASES 
WHICH INACTIVATE 
OTHER PENICILLINS 


Bristol 
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OFFICIAL PACKAGE CIRCULAR 
November, 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 
For Injection 


DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 

Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin), equivalent to 900 mg. dimethoxypheny] penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patiert. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: -Solutions of STAPHCILLIN and kanamycin should not be 
mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 

For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 

This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 


(continued) 
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OFFICIAL PACKAGE CIRCULAR 
(continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 meg./ml. on the average after a 1.0 Gm. dose) are 
attained within 1 hour; and then progressively decline to less than 
1 meg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 

During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 
BRISTOL LABORATORIES « SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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In the presence of staphylococcal 
penicillinase, STAPHCILLIN remained active 
and retained its antibacterial action. 

By contrast, penicillin G was rapidly 
destroyed in the same period of time. 
(After Gourevitch et al., to be published) 
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STAPHCILLIN 
PENICILLIN G 
STAPHCILLIN 
PENICILLIN G 


‘ifically for “resistant” staph... 


sodium dimethoxypheny] penicillin 


FOR INJECTION pigs 


re of staphylococcal infections to respond to penicillin therapy is attributed to 
illin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 


her penicillins: 


HCILLIN is effective because it retains its antibacterial activity despite the pres- 


aphylococcal penicillinase. 


linical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
riety of infections due to “resistant” staphylococci, many of which were serious 
reatening. 

r penicillins: 

ICILLIN has no significant systemic toxicity. It is well tolerated locally, and 
ritation at the injection site is comparable to that following the injection of 
G. In occasional cases, typical penicillin reactions may be experienced. 


SIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
»rmation on the indications, dosage, and precautions for the use of STAPHCILLIN. If you desire 
1 information concerning clinicel experiences with STAPHCILLIN, the Medical Department of 
aboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N.Y. 20, N. Y. 


‘OL LABORATORIES * SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression...as it calms anxiety 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient —they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethy] benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


Acts swiftly -— the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


WALLACE LABORATORIES / Cranbury, N. J. 
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...the proof of the Patrician “200” 
is in the radiograph! 


When you choose x-ray for private practice, look 
at performance as well as the price tag. ““Econ- 
omy” that is gained by short-cuts in table 
design or a reduction in power may mean slow 
exposures, blurred radiographs and repeated 
retakes. General Electric’s Patrician “200” 
combination is designed with adequate power 
for private practice —a full 200 ma to stop 
anatomical movement sharply and clearly. 
Many other features found in larger installa- 
tions are engineered into the Patrician: 81” 
table, independent tubestand, shutter limiting 
and automatic tube protection, to name just 


a few. And, considering its uncompromising 
G-E quality, this Patrician “package” is re- 
markably low priced. 

Rent the Patrician through the G-E Maxi- 
service® plan that provides the complete in- 
stallation, including maintenance, parts, tubes, 
insurance, local taxes— everything in one 
monthly fee. Get details from your G-E x-ray 
representative listed below. 


Progress /s Qur Most Important Product 
GENERAL ELECTRIC 
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Direct Factory Branch 


CHARLOTTE 
1140 Elizabeth Avenue 
FR 6-1531 
Resident Representatives 
WILSON WINSTON-SALEM 
A. L. Harvey N. E. Bolick 


1501 Branch St. — Phone 23 7-2440 
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Put your 
low-back patient 
back on the payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 


Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.1.D. 


® 
Wallace Laboratories, Cra 


® 


(carisoprodol, Wallace) 
nbury, New Jersey 
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Protection Against Loss of Income 
from Accident & Sickness as Well as 
Hospital Expense Benefits for You and 
All Your Eligible Dependents. 


PHYSICIANS 
DENTISTS 


COME FROM 


PHYSIC‘ANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment Book sent to 
you FREE upon request. 


DORNWAL! IS THE TRANQUILIZER 
VERSATILE ENOUGH TO 
BE USED ALMOST ANYWHERE. Compliments of 


Take, for instance, the woman in our picture, 
suffering from a really severe tension headache. 
Aspirin she has tried, of course; but suppose she’s b] 
called you and you prescribed Dornwal. What ac te S nc 
would you expect? 9 af 

First, let us say you told the druggist to indicate 
the dosage that our clinical research has shown 
is useful in these cases — 1 or 2 tablets t.i.d. In * 
all probability, she would experience relief of pain 
and a general relaxation in less than an hour. If 
she is doing her housework, she could go on with 4 
it, wouldn't get sleepy. S u rg 1 al 

, Dornwal is one tranquilizer that doesn’t make 
people sleepy. It’s a tranquilizer pure and simple. 
Its effectiveness you will see clearly the next time S ] 1 
you encounter a patient given to tension head- up Pp CS 
aches. Try Dornwal and see the results. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 

tablets two times a day. Administration limited * 
to three months’ duration. 


Supplied: 200 mg. yellow scored tablets, and 100 = A 

mg. pink tablets, each in bottles of 100 and 500. 15 Victoria Road 

P.S. For the “Genericist"’, Dornwal is amphenidone 
ASHEVILLE, North Carolina 


No absolute contraindications to the use of Dornwal are known. There 
have been no reports or evidence of habituation, addiction or drug toler- 


ance in animal or clinical studies. Dornwal is relatively free from untoward P. O. Box 1716 Telephone AL 3-7616 


effects when administered at recommended dosages. 
Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9, N. J. 
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‘atragastric pH was 
continuously determined 
by means of frequent 
readings over a 

two-hour period. i 


pH Data based on pH measurements in 11 patients with peptic ulcer! 
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New proof in vivo' of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 

New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 

Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 

Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity — from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may 
be chewed, swallowed whole with water or milk, or allowed to dissolve 
in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 
- 1. Data in the files of the Department of Medical Research, Winthrop 
Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
LABORATORIES Pharm. A. (Scient. Ed.) 48:384, July, 1959. 
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Wesson 
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Free to Physicians 


Menus fulfill the recommended dietary allowances of the Food & Nutrition Board of the National Research Council. 
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Prevent Overweight 
Through Better Eating Habits 


Recipes and Menus that Provide Satiety and Appetite Appeal 


The Cook Book of Glorious Eating for Weight 
Watchers fills the long-felt need for a weight 
control plan that is workable for everybody in 
the family. Realistic regimens are built around 
good, natural, readily-available foods enhanced 
by delicious methods of preparation. In place 
of “fad diets” or tasteless formulas, it provides 
for truly appetizing meals. It teaches and en- 
courages the development of the healthful eating 
habits that can prevent overweight, America’s 
#1 Health Problem. This full-color Cook Book 
contains 100 pages—248 delicious recipes each 
with calorie counts. Complete menus are here at 
3 calorie levels—1200, 1800, 2600. Calorie levels 
are related to “best” weights by sex, age, size 
and extent of activity. 


Many diets fail because they are “crash” pro- 
grams only temporary in effect. Other diets are 
unbearable because they are monotonous and 
tasteless. 


The Wesson way offers calorie controlled menus 
that emphasize appetite appeal, variety and 
satisfaction. They fulfill the recommended di- 
etary allowances of the Food & Nutrition Board 
of the National Research Council. 


you would like an advance copy for yourself, 
together with forms to enable patients to obtain 
their own free copies, please fill in coupon below. 


Poly-unsaturated Wesson is un- 
surpassed by any readily avail- en 


Chelestered 
able brand where a_ vegetable Deprevand Dh 
(salad) oil is medically recom- 


mended for a cholesterol depres- 
sant regimen. As an aid to 
physicians, Wesson has made 
available *‘ Your Cholesterol De- 
pressant Diet Book’’. This book is for professional 
distribution only—not offered to laymen. 


Please do not confuse that offer with this one. 
“The Cook Book of Glorious Eating for Weight 
Watchers” will be offered to the general public. It 
should be explained that this is not a reducing 
manual. Rather, it marks the first time that a 
major food manufacturer has taken so important a 
step in the interest of prevention of obesity. 
Therefore, it is expected that this new book will 
be highly useful to physicians in their practice. 


The Wesson People, Dept. M, 
210 Baronne St., New Orleans 12, La. 


Please send me my free advance copy of ‘‘The Cook Book of 
Glorious Eating for Weight Watchers." 

Two dozen order blanks will be included for distribution to my 
patients who will receive free copies in return for 1 Wesson label. 
More blanks will be sent me if requested. 


carbohydrates, fat and the other essential 
nutrients. The principles of good nutrition are 
included to help the homemaker plan her own 
properly balanced, calorie controlled menus. 
With simple subtractions or additions to the 
same basic menu, each family member can be 
served delicious satisfying menus according 
to his individual needs. 

Advance copies for physicians. ‘““The Cook Book 
of Glorious Eating for Weight Watchers” has 
not yet been released to the general public. If 


All menus provide the proper amount of protein, | 


M.D. 


(ADDRESS) 


(CITY, ZONE. STATE) 


Poly-unsaturated Wesson, the Pure Vegetable Oil, is Never Hydrogenated. 
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See 
| both blood picture 
and patient respond to 
(hematinic concentrate with intrinsic factor, Lilly) 
For a rapid hematological response 
Striking clinical improvement 


Two Pulvules® Trinsicon daily are capable of 


producing in ten days an Hb and RBC re- 

sponse comparable to that obtained after a 

transfusion of one pint of whole blood. For 

potent, complete anemia therapy, prescribe 


Trinsicon . . . just 2.a day for all treatable anemias. 


Two Pulvules Trinsicon (daily dose) provide: 


Special Liver-Stomach Concentrate, Lilly 


(containing Intrinsic Factor) . . . . 300 mg. 
Vitamin By» with Intrinsic Factor 
Concentrate, N.F.. .. . . 1N.F. unit (oral) 


Cobalamin Concentrate, N.F., equivalent 
(The above three ingredients are clinically equiva- 
lent to 11% N.F. units of APA potency.) 


Ferrous Sulfate, Anhydrous. . . . . . 600 mg. 
(Equal to over 1 Gm. Ferrous Sulfate, U.S.P.) 


Ascorbic Acid (Vitamin C) . . . . . . 150 mg. 
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Annular Pancreas in the Adult: Report of Four Cases 


Epwin L. SeigMan, M.D. 


Lewis S. Tuorp, M.D. 


Rocky Mount 


This paper will describe briefly, and 
illustrate, the principal clinical and roent- 
genographic findings of four surgically 
verified cases of annular pancreas in adults. 
In each case, the primary roentgen diagnos- 
is was made preoperatively. 

Annular pancreas, first described by 
Tiedemann in 1818 and named by Ecker in 
1862', was once thought to be a very rare 
congenital anomaly, but it has been reported 
with increasing frequency in the past 10 
years. Between 125 and 150 cases have been 
described to date in the world literature. 
Approximately one third of these were 
found in infants and young children*. A 
total of about 110 cases, including the 
pediatric ones, have been treated surgically®. 
Of approximately 74 adult cases, only 23 per 
cent were correctly diagnosed before opera- 
tion’. 

Embryology and Anatomy 

The most likely explanation of annular 
pancreas is persistence of the left half of the 
ventral pancreatic anlage, which ordinarily 
atrophies. The resulting tissue grows 
around the duodenum to join the dorsal 
pancreas, so that the duodenum is encircled 
by pancreatic tissue*. Failure of the ventral 
anlage to rotate to the right and posteriorly 
with the duodenum may also play a part in 
the process’. 

Whatever the actual process, the result- 
ing ring-like structure is made up of normal 
pancreatic tissue, including a duct system. 
This system loops around the duodenum 


From the Department of Radiology and Medicine, Boice- 
Willis Clinic, Rocky Mount, North Carolina. 


posteriorly to empty into the duct of Wir- 
sung. The annulus is not complete in all 
cases, and if incomplete, the gap is usually 
found anteriorly. A fibrous band may join 
the two ends’. 

The region of encirclement is the descend- 
ing or second part of the duodenum in most 
cases. However, the other parts of the 
duodenum can also be involved®. Inclusion 
of the ampulla of Vater in the ring is 
uncommon, particularly in adults. When 
this does occur, jaundice is a prominent and 
early feature, leading to discovery of the 
condition in young infants?*. 


Pathology 


The one most important result of the 
annulus, and causing most of the symptoms, 
is duodenal obstruction of varying degrees’. 
This frequently produces a secondary dila- 
tation of the duodenum proximal to the 
lesion. The stomach may also become di- 
lated. 

Three basic clinical types of annular 
pancreas are recognized, depending upon 
the amount of obstruction produced: (1) 
complete or almost complete, requiring 
surgery shortly after birth; (2) partial, 
occuring in later life: (3) minimal or none, 
in which case the lesion is not found except 
at the autopsy tablet’. 

Other diseases of the upper gastrointes- 
tinal tract act as trigger mechanisms to 
produce symptoms in the second type’. One 
such condition is acute or chronic pancrea- 
titis of the annulus or pancreas proper. 
Pancreatitis has a high incidence of associa- 
tion with annuluar pancreas in the adult!. 
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Associated carcinoma in either the annulus 
or pancreas itself is raret. 

Another condition frequently associated 
with annular pancreas is peptic ulcer, or at 
least inflammation of the duodenum or 
stomach*. Duodenal ulceration usually 
occurs proximal to the annulus. Only 2 cases 
have been reported in which ulcer was 
found in the constricted portion of the duo- 
denum. One of these is described in this 
paper (case 1, fig. 2). 

Gallbladder disease associated with an- 
nular pancreas has been reported, but it is 
not common‘. 

Incidence 

One of the most interesting facts concern- 
ing this anomaly is that many more cases in 
adults than in infants have been reported!. 
In the past few years however, a higher 
percentage of cases in infants has been 
found. Basically, the obstruction seems to 
be more potential than actual in a majority 
of cases. 

In the adult group, ages have ranged from 
17 to 81 years. The latter patient (case 1 in 
this report) is the oldest recorded in the 
literature. 

Annular pancreas occurs much more 
frequently in males than females®. There is 
no racial predilection. 

Symptoms 


The symptoms are mainly due to the 
degree of duodenal obstruction®. They may 
be severe and of sudden onset, or chronic 
and mild. 

Chief complaints have been pain, usually 
epigastric, and vomiting. Pain occurred in 
90 per cent of the cases reviewed by Drey', 
and varied from a sense of bloating to a 
cramping, intermittent type, somewhat 
similar to that associated with acute peptic 
ulcer. 

Vomiting occurred in almost two thirds 
of Drey’s cases'. Hematemesis was rare. 
Nocturnal aggravation of pain and vomiting 
were thought to be important diagnostic 
findings. Another observation the 
presence of a generally good nutritional 
state, Maintained in spite of a usually long 
duration of symptoms. The frequent 
presence of pancreatitis or peptic ulcer 
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Fig. 1. (Case 1) The duodenal loop ring-like 
defect is well demonstrated on this film made in 
1952. Here the annulus completely surrounds 
the loop. 


further complicates the clinical picture. 

Laboratory studies are not helpful in 

diagnosing this condition*. 
Roentgen Criteria 

In adults, roentgen examination of the 
upper gastorintestinal tract with contrast 
medium is the only clinical method of 
making a diagnosis’. The bulb and the 
duodenum proximal to the annulus show 
varying degrees of symmetrical dilatation. 
In uncomplicated cases, no spasm of the 
duodenum is present. The characteristic 
smooth, eccentric, or ring-like deformity of 
the duodenum caused by the annulus is 
visualized as a contant defect on all films. 
The defect and caliber of the lumen are 
unchanged by the patient’s posture, respira- 
tory phase, straining, stage of digestion, or 
by any external pressure’. There is no 
tenderness or mucosal destruction. The 
mucosal folds may be smaller than normal. 
On repeated studies, no matter how many 
nor how far apart, the deformity always has 
the same appearance’. This is demonstrat- 
ed in case 1, figures 1 and 2. 

The defect itself may be a ring-like con- 
struction, if the annulus is large and 
complete; but usually it is a smooth, round- 
ed pressure defect found on the outer border 
of the duodenal loop, measuring 1 to 3 cm. 
in length. This produces an_ eccentric 
narrowing of the duodenal lumen?.. 
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Fig. 2. (Case 1) In 1955, when this study was 
made, the defect was exactly the same as in 1952. 
At this time, an acute ulcer was found in the 
constricted portion of the duodenum. It can be 
partly seen on the anterior (greater curvature) 
border of the defect. Note dilatation of the cap. 


The roentgen diagnosis of annular pan- 
creas in the infant is quite different from 
that in adult and will not be considered 
here. 

Differential Diagnosis 

Postbulbar ulcer and neoplasms of the 
duodenum or surrounding structures are 
important considerations in the differential 
diagnosis of annular pancreas*. This is 
particularly true of benign duodenal ulcers, 
since they often occur with annular pan- 
creas. One of these conditions could easily 
mask the other, as in case 1. 

Uleers of the postbulbar area show 
thickening and irregularity of the mucosal 
pattern, irritability of the duodenum, and 
usually the presence of a crater®. Duodenal 
neoplasm shows irregularity and destruc- 
tion of the mucosa. It is a rare condition. 
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Pancreatic neoplasm may pose a difficult 
differential problem. However, the pressure 
defect often extends into the inner border 
of the loop, with more irregularity and 
effacement of mucosal folds. Also, the retro- 
gastric space may be increased on upright 
lateral films. 

The large duodenal bulb frequently 
associated with annular pancreas indicates 
a benign, long-standing obstruction which is 
usually not seen in the other lesions’. 

A few other conditions should be mention- 
ed in the differential diagnosis, but the 
majority are rare and the differential 
diagnosis is not too difficult in most cases. 
Some of these are cholecystoduodenocolic 
bands, aberrant vessels, aberrant tissue 
rests, diverticula, and inflammatory ad- 
hesions>. 


Treatment 


For the adult symptomatic patient the 
only treatment is surgery. Originally, the 
annulus itself was resected, but this pro- 
cedure proved to be unsatisfactory. Not only 
were there many complications, including 
pancreatitis and fistula formation, but also 


the relief of symptoms was _ inadequate. 
Various by-passing procedures and other 
operations were tried. From these experi- 
ences the consensus of sureons at present 
is that a gastrojejunostomy of some type 
will give the most satisfactory resultst*:!", 
Three of our patients (cases 1, 2, and 4) 
were treated by gastrojejunostomy, and the 
other (cases 3) by gastroduodenostomy. 
Recent follow-ups have shown that all have 
had satisfactory relief of symptoms. In 
other cases, however, results have not al- 
ways been entirely successful, and varying 
degrees of symptoms have persisted. 


Illustrative Cases 


Case 1 

An 81 year old diabetic white male was first 
examined by us in 1950, when he complained of 
epigastric pain after meals. X-ray examination 
showed an area of postbulbar duodenal constric- 
tion, thought to be spasm and scarring from a 
healed ulcer. Annular pancreas was considered. 
In 1952 he was re-examined after an upper gastro- 
intestinal hemorrhage with hematemesis. Roent- 
genograms showed persistence of the duodenal 
defect. In 1955 persisting epigastric pain resulted 
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in another x-ray study which showed the duo- 
denal constriction and a 7-mm. ulceration at the 
site. While he was being treated for the duodenal 
ulcer, a partial duodenal obstruction developed. 
On repeat radiologic examination, the deformity 
Was seen without evidence of active ulcer. This 
examiner also suspected annular pancreas. Sur- 
gery was deferred because of advanced age and 
diabetes mellitus. 

In 1958 the patient ate a frankfurter and im- 
mediately began to have epigastric pain with 
hematemesis. A _ gastrointestinal series again 
showed the same duodenal defect, and the 
primary impression was annular pancreas. 

Operation confirmed the diagnosis of annular 
pancreas. 

He has made an excellent postoperative re- 
covery and now supervises his farm. In re- 
trospect, he recalls epigastric pain of 65 years’ 
duration. 

Case 2 

This 49 year old white man was examined in 
1956 for anxiety state. At that time his appetite 
was good. 

In 1958 he was again examined for a similar 
complaint, but within the preceding year an- 
orexia and frequent nausea had developed. The 
nausea occurred one or two hours after eating, 
lasted an hour, and then disappeared without 
pain. In spite of these complaints he gained 8 
pounds between the two examinations. A gas- 
trointestinal series showed a defect in the second 
part of the duodenum with partial obstruction. 
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Fig. 3. (Case 2) 
These “spot” films 
show a fairly typical 
pressure defect of the 
duodenal loop” from 
annular pancreas. The 
deformity persists on 
all films. The cap is 
slightly dilated. 


Fig. 4. (Case 3) Typical appearance of annulus 
constricting the second part of the duodenum. 
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This was interpreted as annular pancreas. 
Roentgenograms taken in 1955 in another hos- 
pital were reviewed and showed the same defect. 

An operation done on February 14, 1958, con- 
firmed this diagnosis, and an anterior gastro- 
jejunostomy was performed. The last follow-up 
examination in 1959 disclosed an_ incisional 
hernia and anxiety state, but digestive function 
Was adequate. 

Case 3 

This 31 year old white man was examined in 
1957 on admission to the hospital after an episode 
of syncope. He gave an incidental history of 
epigastric and right mid-abdominal pain occur- 
ring after meals for at least two years. An 
appendectomy had been performed during an 
attack of pain, but did not bring relief. An isola- 
ted episode of hematemesis occurred three 
months prior to our examination. A gastrointes- 
tinal roentgenogram made at that time was re- 
portedly negative. 

Our pnysical examination was that of a normal 
male. A roentgenogram of the upper gastro- 
intestial tract showed an extrinsic lesion in the 
second part of the duodenum, which was diag- 
nosed as annular pancreas. Operation confirmed 
this diagnosis, and a gastroduodenostomy was 
performed. 

The last follow-up examination in 1959 revealed 
severe psychiatric difficulty but) no known 
digestive complaints. 


Case 4 

This 66 year old white mate was examined in 
1958 with a complaint of postprandial epigastric 
pain and fullness of 20 years’ duration. He had 
not vomited nor had hematemesis, and had 
maintained his weight. Since an appendectomy, 


Fig. 5. (Case 3) 
“Spot” films showing 
in greater detail the 
defect seen in figure 
4. Note presence of de- 
fect on all views. The 
appearance is typical 
in that the defect is 
more marked on the 
posterior or outer 
(lesser curvature) 
border, 
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there had been some right lower quadrant colic 
and low back pain. 

X-ray studies showed a defect in the second 
part of the duodenum, and partial obstruction. 
This was interpreted as annular pancreas. Op- 
eration confirmed the diagnosis and also disclos- 
ed adhesions in the right lower quadrant. An 
anterior gastrojejunostomy was performed. 

The postoperative course was uneventful 
except for a transient episode of partial intestinal 
obstruction 11 days after surgery. 

Summary and Conclusions 


1. The congenital anomaly, annular pan- 
creas, is probably more common than the 
older literature indicated. The incidence, 
embryology, anatomy, pathology, radiology, 
and surgery of this condition have been 
briefly reviewed. 

2. Four adult cases, diagnosed preopera- 
tively, are presented with the roentgen and 
surgical findings. One of these patients, aged 
81, is the oldest with this anomaly recorded 
to date in the literature. 

3. Chronic or acute duodenal obstruction 
from annular pancreas in the adult may be 
initiated by superimposed diseases. The 
clinical symptoms vary directly with the 
degree of obstruction. Characteristic com- 
plaints are postprandial pain and vomiting, 
usually worse at night. Peptic ulcer and 
pancreatitis frequently accompany the 
anomaly. 

4. Roentgen examination of the upper 
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The persistently narrowed 
segment of the duodenal loop is noted. The cap 
is slightly dilated—a common secondary finding. 


Fig. 6. (Case 4) 


gastrointestinal tract is the only non- 
surgical method of making the diagnosis in 
the adult. Characteristic findings are 
chronic obstruction with dilatation of the 
duodenum proximal to the lesion, and the 
constant, unvarying, smooth pressure defect 
of the loop of the duodenum. A greater 
awareness of these findings will result in 
a higher percentage of preoperative diag- 
noses of this condition. 


5. Treatment of symptomatic cases is 
best accomplished by a bypassing procedure, 
such as one of the types of gastrojeunos- 
tomy. 

The 4 patients presented here obtained 
satisfactory relief of symptoms after opera- 
tion, but not all patients are as fortunate. 

6. Pediatric cases of annular pancreas 
present an entirely different diagnostic and 
therapeutic problem, and thus are not dis- 
cussed in this paper. 
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It is mainly when the diagnosis is obscure or when the expected 
favorable course of an illness does not take place that the physician must 
constantly ask himself “what further test may I do that will solve the 
riddle or what therapeutic procedure may I carry out that will help 
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Fluid and Electrolyte Balance of the 
Anesthetized Pediatric Patient 


KENNETH D. HALL, M. D. 
DURHAM 


Infants and small children are not just 
“little people.” There are qualitative as well 
as quantitative differences which distinguish 
their fluid and electrolyte balance from that 
of adults. Fortunately, infants have great 
capacities in some respects. Their recupera- 
tive powers are sometimes remarkable in 
spite of what we do or do not do to them. 
They rarely suffer from chronic or degenera- 
tive diseases of the heart, liver, lungs or 
kidney—all of which impose special prob- 
lems in the fluid and electrolyte balance of 
the adult. 

Unfortunately, however, infants have very 
limited capacities in other respects. They 
cannot tolerate large variations in fluids and 
electrolytes, as can adults. It behooves all 
of us, therefore, to consider, calculate, and 
administer fluids very carefully to infants 
and small children. 

Methods of Calculation 


A few figures will be mentioned to serve 
as a guide for fluid and electrolyte therapy, 
but it must be remembered that figures and 
calculations must be tempered by clinical 
judgment. 

First: All fluid replacement should be cal- 
culated on the basis of body weight. This is 
simply because all measurements of fluid 
loss are by weight. The calculation can be 
done in three ways: 

1. Weigh the infant. Deviations from his 
normal weight—or, if that is not available, 
his predicted normal—that cannot be ex- 
plained on a nutritional basis must be due 
to fluid gain or loss. 

2. Weight (or measure) volume of fluid 
loss, such as gastric suction, urine, blood in 
sponges, and so forth. 

3. If the foregoing information is not 
available, and if the child is dehydrated as 


Read before the Section on Anesthesia, Medical Society 
of the State of North Carolina, Raleigh, May 11, 1960. 

From the Division of Anesthesia, Duke University Med- 
ical Center, Durham, North Carolina. 


determined by history and physical exam- 
ination, an estimate of 10 per cent of the 
body weight may be made (table 1). In in- 
fants this fluid loss is nearly all water, not 
water and mineral solutes as in the adult. 


Table 1 
Physiologic Comparisons Between Newborn, 
One-Year-Old and Adult 


Physiologic 


Dimensions Newborn 1 Year Adult 
Weight in Kg. 3.0 10.0 70 
Weight in pounds 6.6 22.0 154 
Surface area in M2 A5 1.75 


Total body water (cc) 2400 7500 42,000 
Blood volume (cc) 240 750 4200 


Stroke volume (cc) 12 | es 
Cardiac output 

(cc/min) 1560 | 
Unavoidable daily fluid 

loss (cc) 132 440 1400 
Dehydration (cc) 300 


Blanks occur where comparisons are not applicable or 
valid. 

M? = square meters. 

Cardiac output is based on arbitrary heart rate of 130 
per minute. 


4. The blood volume is also based on 
weight and is usually considered about 80 
ce per kilogram of body weight in the in- 
fant, 75 cc. per kilogram in the small child, 
and 60 cc. per kilogram in the adult. The 
blood volume is about 10 per cent of the total 
body water regardless of size or age, and it 
is the total body water that decreases with 
age, mainly because of accumulation of fat. 
A rough estimate of whether the blood vol- 
ume is normal or not can be made from the 
hemoglobin or hematocrit. 

Of course any severe departure from the 
normal fluid volumes should be corrected, 
preferably at least a day before any surgery 
or anesthesia. 

Second: All fluid requirements should be 
calculated on the basis of body surface. This 
is because most physiologic functions are 
proportional to body surface—for example, 
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evaporation of water, and heat loss. These 
simple proportionalities are of interest. 
1. Surface area is in proportion to 
length? 
Weight (volume) is in proportion 
to length® 


weight 
Surface is in proportion to —— im 


length 

The newborn has _ one-twentieth the 
weight of an adult. The newborn has one 
ninth the area of an adult. The newborn 
has one-third the length of an adult. 

The usual fluid requirement is 1,500 cc. 
per square meter per day, or, remembering 
that there are 1,440 minutes per day, 1 cc. 
per square meter per minute (table 2). For 
premature infants there is a preset limit 
of 30 cc. per pound (66 ec. per kilogram) per 
day. This is about half the value calculated 
from surface area, probably because the me- 
tabolic rate of premature infants is about 
half what one would expect from the surface 
area. 

Factors Affecting Fluid and Electrolyte Loss 

The water loss of an infant is relatively 
greater than that of an adult, owing mainly 
to two facts: (1) a higher metabolic rate, 
with the resultant increase in waste products 
to be washed out; and (2) the fact that the 
infant kidney can excrete only hypotonic 
urine. It has been said of infants that “their 
total store is depleted at more than twice 
the rate of adults, and so they die in half 
the time.”” The unavoidable daily water loss 
in the infant, mainly from the lungs, skin, 
and the urine obligatoire amounts to about 
4 per cent (4.4) of their body weight 
(table 1). 

In addition to this unavoidable loss, dur- 
ing anesthesia and surgery additional water 
will be lost from the lungs, particularly if 
dry gases and non-rebreathing techniques 
are used, and from exposed and damaged 
tissues. This is particularly true in open 
chest and open abdominal operations. 

If there is obvious electrolyte loss, such 
as occurs with vomiting, diarrhea, draining 
fistulas, and so forth, this must be replaced, 
but only after careful measurement. It is far 
better to err on the side of too little than 
too much when correcting electrolyte loss in 
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Table 2 
Additional Comparisons Between Newborn, 
One-Year-Old and Adult 
Physiologic 
Dimensions Newborn 1 Year Adult 
Weight in Kg. 3.0 10.0 70 
Daily fluid requirement 
total (cc) 300 675 2625 
cc/ Kg. 100 67.5 315 
drops/min. 12.5 28.2 secs 
Maintenance electrolytes 
sodium (cc of 
isotonic saline) 40 90 350 
potassium 
(mgm of KC1) 400 900 3500 
carbohydrate (grams) 15 34 131 
carbohydrate 
(ce of D,W) 300 680 2620 
Note how great an error would occur if daily fluid 
requirements were based on cubic centimeters per kilo- 
gram instead of square meters of body surface. 
Drops per minute based on microdrip chamber deliver- 
ing 60 drops per cubic centimeter. 
DW = 5% dextrose in water. 


infants. Salt, for example, should be con- 
sidered a dangerous drug and should be 
given only after careful consideration of dos- 
age. If a young infant is dehydrated, unlike 
the adult, he should receive only water, not 
water and salt. There are three reasons why 
this is true. 

1. The infant kidney is underdeveloped 
in both glomerular and tubular function un- 
til the age of six months to 2 years. These 
functions are usually about 20 to 40 per 
cent less than would be expected from the 
calculations based on surface area. The in- 
fant kidney is unable to concentrate urine 
and excrete mineral solutes. For example, 
the young infant can concentrate urine to 
only about 700 milliosmoles per liter, as 
compared with 1,400 mOs. per liter for the 
adult. 

2. During and immediately after anes- 
thesia and surgery these functions are fur- 
ther reduced. 

3. If intake of water is low, as it might 
be before and during an operation, the kid- 
ney will tend to conserve what salt it can. 

Before anesthesia and operation these 
steps should be taken: 

1. To prevent dehydration as well as for 
other reasons, children, and especially small 
infants, should be placed first on the day’s 
operating schedule. 
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2. Up until four hours prior to anesthesia, 
fluids should be forced by mouth, if retain- 
ed; by the intravenous route if not. 

3. If there is any reason to suspect de- 
hydration or electrolyte imbalance, get good 
base-line studies, including weight, electro- 
lytes, hematocrit, urine volume, and speci- 
fic gravity if possible. 

4. Losses from vomiting, diarrhea, drain- 
ing fistulas, and so forth, should be measur- 
ed in so far as possible, and replaced. For- 
tunately, most of these fluids have a com- 
position of about 60 mEq. of sodium. 50 
mq. of chloride, and 30 mEq. of potassium 
per liter. Solutions closely approximating 
this are commercially available. 

5. If measurements of these losses are 
not available but it is known that the infant 
has had, for example, persistent vomiting, 
it is safe to replace 15 per cent of the fluid 
loss as saline, preferably not stronger than 
one-fourth or one-fifth isotonic. Remember, 
the total fluid loss may be estimated at 10 
per cent of body weight if the infant is 
very dehydrated. An infant 4 days old or 
less rarely needs electrolyte replacement. 

During anesthesia or surgery these steps 
should be taken: 

1. The administration of intravenous 
fluids, 5 per cent dextrose in water, should 
be started if the procedure is prolonged 
(more than one hour), or if the procedure 
is a major one, such as a craniotomy, thora- 
cotomy, or laparotomy. 

2. These fluids should be allowed to run 
very slowly to prevent overhydration and 
subsequent pulmonary edema, which can be 
just as dangerous as underhydration. Kidney 
function is depressed, as in adults, and con- 
sequently a large part of the fluids adminis- 
tered will be retained. Also, it may be desir- 
able to use anesthetic drugs in solution— 
for example, anectine drip. These amounts 
are unpredictable, and so must be compen- 
sated for by a slow infusion of other fluids. 

3. If the infant presents a special prob- 
lem in dehydration or electrolyte imbalance, 
serial hematocrit determinations done dur- 
ing surgery can be helpful. 

Following anesthesia and operation these 
steps should be taken: 

1. Continue administering any fluids in- 
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travenously until the oral intake is retained 
and normal. 

2. Replace any deficit acquired during the 
operation due to fluid losses or because of 
the slow infusion maintained. 


3. If prolonged intravenous therapy is 
necessary, maintain the basal requirements. 
Water is calculated on the basis of 1,500 ce. 
per square meter per day, or lcc. per square 
meter per minute. Electrolytes to be given 
are 30 mEq. of sodium per liter (200 cc. of 
isotonic saline), 25 mEq. of potasium per 
liter (2 Gm. of potassium chloride), 25 
mEq. of chloride per liter (which is more 
than supplied by the above saline and potas- 
sium chloride), and 75 Gm. of carbohydrate 
(1,500 cc. of 5 per cent dextrose in water), 
all per meter squared per day. (fig. 2). Us- 
ually the three electrolytes mentioned are 
dissolved in 1,000 cc. instead of 1,500 cc., 
giving one and one-half times the minimal 
requirement. This allows for small losses 
that may have been missed and does not 
overload the normal kidney. 

4. Determine serial hematocrit and elec- 
trolyte levels as deemed necessary. 


Blood Transfusions 


Hazards 


Blood transfusions in infants deserve even 
more care and consideration than do other 
types of fluid therapy. There are three major 
dangers of transfusions. The first is the 
possibility of a reaction due to incompati- 
bility. This danger can be reduced to near- 
ly zero by very careful cross matching (not 
just typing of the cells and serum and care- 
ful checking of the blood slips and bottles 
(preferably by two persons). Even so, some 
rare blood groups can cause trouble. The 
second danger is that of homologous serum 
jaundice. This danger still exists in spite 
of much effort to eliminate it. The third is 
the danger of overtransfusion, leading to 
pulmonary edema. 

There are also dangers associated with 
not giving blood transfusions when they are 
needed. Hypovolemia may lead to hemor- 
rhagic shock, will produce too deep a level 
of anesthesia if the dosage of anesthetic 
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agents is not reduced proportionately, and 
will prolong the postanesthetic recovery 
period. Thus under-transfusion adds to the 
operative and postoperative morbidity and 
mortality just as surely as does overtrans- 
fusion. 


Calculations 

Here again, all measurements and calcu- 
lations must be tempered by clinical judg- 
ment, and the decision of whether to trans- 
fuse or not, and how much, is sometimes 
very difficult. 

Good base-line studies are imperative be- 
fore anesthesia and before operation. Both 
hemoglobin and hematorcrit determinations 
should be done if possible. If only one of 
these determinations is done, however, one 
is committed to use the same test during and 
after the operation. Comparisons between 
hemoglobin and hematorcrit in rapidly 


Table 3 
Average Hemoglobin Values in Healthy 
Children* 
Hemoglobin 
(Grams per 
100 cc. of 
Age whole blood) 
Birth 17.6 
2 days 18.0 
14 days 17.0 
3 months 11.4 
6 months 11.5 
1 year 12.2 
2 years 12.9 
4 year's 13.1 
8-12 years 14.1 


*Based on figures many years old. With better nutrition, 
these averages are probably higher now. 


changing states of fluid imbalance are not 
valid. Urine volume and specific gravity de- 
terminations should also be done, if possi- 
ble, as these values will give more validity 
to the hemoglobin and hematorcrit determi- 
nations when used as indications of blood 
volume. 

The hemoglobin varies greatly during the 
first year of life (table 3). An arbitrary min- 
imum of 10 Gm. of hemoglobin per 100 ml. 
or 30 per cent hematocrit may be chosen, 
however. If the infants hemoglobin or hemo- 
tocrit are below these limits, a transfusions 
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of about 10 cc. per kilogram (12 per cent 
of the blood volume) should be given, pre- 
ferably over a period of one hour or longer. 
This should raise the hemoglobin about 1 
Gm. If it does not, a second transfusion of 
the same amount is indicated (table 4). 


Table 4 
Volume of Blood That Can Be Safely Given 


Single Transfusion 


Total Blood 
Volume Single 
Age (ce:) Transfusion* 

0- 6 months 450 50 
1- 2 years 630 65 
4- 5 years 1070 100 
8- 9 years 1600 150 
11-12 years 2190 200 


*This amount varies from about 12% of the total blood 
volume in the infant to 9% in the adult. The volume 
should be given over an hour’s time or longer. 


During the operation a gradual hemorrhage 
of 10 cc. per kilogram or more is probably 
indication for a transfusion. Remember that 
1 ounce (about 30 cc.) of blood in a new- 
born infant is equivalent to 500 cc. in the 
adult. If it is almost certain that a trans- 
fusion will be needed, it is far better to re- 
place the lost blood, drop for drop, as it is 
lost than to wait until 12 per cent of the 
blood volume is lost. The same figure (10 
cc. per kilogram given over a one-hour per- 
iod) can be used here. If the bleeding is 
brisk, however, this amount may be safely 
doubled without danger of overloading the 
patient. With a cardiac output six times the 
total blood volume, it can be easily under- 
stood why an infant cannot tolerate very 
much blood loss. (table 1) 

Although blood loss is extremely difficult 
to estimate in infants, the attempt should be 
made. Careful weighing of sponges, measur- 
ing of suction, using little or no saline for 
irrigation, and weighing the infant before 
and after surgery, all make valuable contri- 
butions to this estimation. Frequently, how- 
ever, particularly with large losses, this es- 
timation may be so far off that one will have 
to rely purely on clinical judgment. Such 
signs as tachycardia, decreased blood pres- 
sure, pale color, poor capillary return, and 
poor quality of the heart sounds are valu- 
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Fig. 1. An example of the value of serial micro- 
hematocrit determination in an infant (4 months 
old) during major surgery. Dotted line (solid 
points) indicates hematocrit in per cent. Note: 


Falsely high hematocrit due to dehydration. Pa- 


tient was given additional transfusion to correct 
this the next day. See Reference 4 for details. 


able clinical indications of hypovolemia. 
Serial hematocrits using a microtechnique 
may be done at frequent intervals during 
major procedures. This has been found to 
be a valuable adjunct in estimations of b!ood 
volume (figure 1). It should be emphasiz- 
ed that serial determinations, combined 
with other information such as urine volum- 
es and specific gravities, are far more in- 
formative than a single determination. The 
micro-method is easily repeated. The sam- 
ples are small, so that duplicate or triplicate 
determinations may be done without ex- 
sanguinating the patient. The technique de- 
mands a free flow of blood from a puncture 
wound, careful sealing of the capillary tube, 
and some practice in reading. 
Postoperatively, blood replacement should 
be completed. After operative fluid deficits, 
as described previously, have been corrected, 
the urine, specific gravity, and hematocrit 
determinations should be repeated. If the 
hematocrit has then dropped far below the 
normal or preoperative level, further blood 
replacement must be considered. 


Subcutaneous Administration of Fluids 


Subcutaneous fluid therapy has no place 
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Fig. 2. Homemade pediatric blood transfusion 
set. A. sterile cotton plug. B. string support. C. 50 


cc. standard chemistry burette (readable directly 
in 0.1 cc.). D. standard blood storage bottle. E. 


positive sealing slide clamp and fine control screw 
clamp. F. standard extension tubing. G. rubber 
tubing. H. drip chamber. Note: Blood is delivered 
to the patient only from the burette with the 
storage bottle securely clamped off. 


in pediatric anesthesia. Saline will diffuse 
into the subcutaneous stores and cause 
water and salt depletion before these depots 
of fluid are absorbed. This will actually ag- 
gravate the dehydration of the infant tem- 
porarily. It also presents the danger of local 
tissue damage and sloughs. 

All fluids that cannot be taken orally 
should be given intravenously, preferably 
through large needles. Number 20 needles 
are used on small infants, and frequently 
number 18 on large infants and children. 
Some people object to the use of large need- 
les on the grounds that large volumes of 
fluid may be inadvertently given through 
them. It is believed that a large bore needle 
through which one can pump blood in a 
hurry, if necessary, is the anesthetist’s right 
hand. It would seem foolish, therefore, to 
handicap oneself by tying his right hand 
behind him, so to speak. If he uses good 
clamps of the screw variety and never places 
more than one half of the daily dose of fluid 
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in the bottle at one time, the danger of 
flooding the patient is very small. This 
means that no infant should have more than 
a 200 ce. bottle attached to the intravenous 
apparatus (100 cc. if he is very small or 
very sick). Similarly, a larger child should 
be limited to a 500 cc. reservoir. Special ap- 
paratus may be employed for very small in- 
fants or in special cases (Fig. 2). If need- 
les cannot be placed in a vein easily, a cut 
down should be done, preferably under local 
anesthesia, to save anesthesia time in small 
infants. The use of some sort of microdrip 
equipment is very handy in pediatric work. 
Some of these sets will give 60 arops per 
ec., and at 1 ec. per square meter per min- 
ute, a new born infant (0.2 square meter) 
would receive about 12 drops per minute 
(figure 2). Anyone can regulate the drip to 
this rate without great difficulty. 
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Summary 


Factors affecting fluid and electrolyte bal- 
ance in infants and children have been dis- 
cussed and methods of estimating and re- 
placing losses sustained during anesthesia 
and surgery have been detailed. Special at- 
tention has been paid to the hazards involv- 
ed in replacing blood. Techniques for ad- 


ministering both blood and other fluids are 
explained in detail. 
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Endotracheal Intubation and Complications 
in the Pediatric Patient 


Doris C. GrosskreutTZ, M.D. 
CHAPEL HILL 


In the pediatric patient, to intubate or not 
to intubate is a controversial question; but 
listening to a child crow because of light 
anesthesia allowing reflex laryngospasm, 
or seeing him barely breathing because of 
deep anesthesia being inadequately assist- 
ed, or not at all, makes one rapidly become 
prejudiced in favor of the endotracheal tube. 

True there are hazards and complications 
associated with intubation. These, however, 
can be minimized with experience and with 
constant attention to every small detail so 
that the advantages far outweigh the dis- 
advantages. Pediatric anesthesia of any 
type is not simple. Indeed, it requires 
unrelaxing vigilance from the moment of 
induction until the child has regained all his 
protective reflexes and is awake again. The 
presence of a tube in the trachea makes this 
even more mandatory. 


Read before the Section on Anesthesia. Medical Society 
of the State of North Carolina, Raleigh, May 11. 


From the Division of Anesthesiology, University of 
North Carolina School of Medicine, Chapel Hill. 


In this age group the cardiovascular 
system has an inherent automaticity and 
regulatory power; it is the respiratory 
system that is prone to alterations. With the 
reduced margin of safety that exists in the 
pediatric patient, the establishment of an 
adequate airway is more than half the 
battle. 


Indications 


In our institution more than 60 per cent 
of all pediatric patients and almost all in 
the group less than two months of age are 
intubated. Definite unequivocal indications 
for the procedure are: 

1. Operations on head and neck struc- 
tures where the anesthesiologist must 
be removed from the operative field 
and has no control of the airway, 
unless he extends it by means of a 
tube. 

2. Operations on patients in the prone or 
lateral position, which interferes with 
maintenance of a patient airway and 
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adequate respiratory excursions, as 
well as results in uneven distribution 
of pulmonary blood flow and alveolar 
gases. 

. Operations on the open chest in 
pulmonary and cardiac surgery requir- 
ing assistance or control. 

. Operations on children’ with full 


stomachs or distended bowel to prevent 
the dire complications of aspiration. 


Advantages to Infants 


Infants up to 2 years, and especially 
premature infants and ill children, have a 
smoother anesthetic course and less physio- 
logic disturbance when the endotracheal 
tube replaces the conventional mask. in the 
infant, respiratory exchange is efficient only 
if he is normal or is under normal condi- 
tions. He can not meet the increased 
demands of illness or surgery. Chest move- 
ments are inefficient. The sternum is soft, 
and so is an unstable basis for the ribs. In 
the premature infant it may even invert 
with each inspiration. 

The ribs of the infant are horizontal, 
thus eliminating the bucket-handle motion 
of adult thoracic respiration. Movement of 
these ribs, therefore, causes little increase in 
the size of the thoracic cage’. Intercostal 
muscles are poorly developed, while acces- 
sory muscles give little assistance. Most of 
the air movement is due to the diaphragm. 
But the diaphragm is high and its motion 
embarrassed by large abdominal organs 
such as the spleen and liver. It is further 
limited by the prone position as well as by 
gaseous distention, which results readily 
from swallowing air or from assisted respir- 
ation with a bag and mask. Using a small 
Levin tube will prevent this gastric dilata- 
tion and further limiting of diaphragmatic 
movement. 

Lung volumes are small. The total lung 
volume at birth is 175 cc. This increases 
rapidly the first year to 400 cc., slows down 
the second year, increasing only to 500 cc., 
then increases in porportion to the weight 
of the child. 

Tidal volume in the newborn is 10-25 ce. 
and in the premature only 5-12 cc. Increas- 
ed demand is met by increased rate. Only 
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after the second year can the infant increase 
tidal volume; then rate becomes a reserve 
mechanism. When considers the 
anatomic dead space of 1 cc. per pound of 
body weight, one can see that increasing 
rate adds very little to increased alveolar 
ventilation. Increased tidal volume is what 
is needed. 

Adding to dead space by using a mask 
can cause it even to exceed the small tidal 
volume and result in ineffective gaseous 
exchange and carbon dioxide retention. At 
one year the smallest usable mask has a 
dead space of 50 cc. This added to the 
natural dead space of 16 cc. in an infant 
with a tidal volume of 80 cc. results in an 
alveolar ventilation of 14 cc., one-fifth 
normal. Thus a means not only of decreas- 
ing anatomic dead space, but also of avoid- 
ing additional mechanical dead space is 
necessary. 

The respiratory center in this group is 
immature and unable to withstand oxygen 
lack. The characteristic irregular respiration 
of the newborn is an anoxic pattern, and 
can be converted to regular respiration by 
100 per cent oxygen. It is true the hemoglo- 
bin is usually fully saturated on room air, 
but fetal hemoglobin does not readily give 
up oxygen to the tissues. Adding oxygen to 
the inspired air increases the amount in 
physical solution, and thus it is immediately 
available for use. General anesthetics will 
readily depress this immature center, and 
assisted respiration is required in the 
majority of instances. 

The upper respiratory tract is easily 
predisposed to obstruction. The infant 
breathes mainly through his nose, as the 
large tongue has a ball-valve action against 
the palate. The nasal passages, glottis, and 
trachea are relatively small and become 
easily obstructed by overgrowth of 
lymphoid tissue or a small amount of 
secretion. With the infant’s weak muscle 
power, it is quite difficult to keep an open 
airway while rendering him unconscious. 
This difficulty can be overcome by intubat- 
ing while he is awake. 

Although the infant thorax is more 
compliant than that of the adult, the lungs 
are only half as compliant on a lung weight 
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basis*. Flow resistance, which is inversely 
related to the fourth power of the radius of 
the tube, is 15 times greater, as the infant 
trachea and bronchi are about one-fourth 
the diameter of the adult. With his increas- 
ed demand for oxygen and for clearance of 
carbon dioxide, and with his relatively 
large physiologic dead space, the baby has 
to shift proportionally twice as much air as 
does the adult in order to produce adequate 
gaseous transfer. These three factors result 
in the utilization of a great deal of energy 
for the work of breathing even under 
normal conditions. 

Increased resistance due to mechanical 
devices, partial respiratory obstruction from 
inflammation or accumulation of mucus, 
and carbon dioxide retention leading to 
rapid, forceful respirations greatly increase 
this work of breathing and may end in 
complete exhaustion of the child. Under 
such circumstances large tidal volumes at 
low respiratory rates will be more efficient 
in relation to the work of breathing as well 
as to better ventilation itself. But these 
infants respond with increased rates. We 


have to supply the increased tidal volume. 
At this age the laryngeal reflexes are very 
active and troublesome. They are only 
obtunded in the third plane of anesthesia, so 
that reflex laryngospasm can be precipitated 
easily if the anesthesia is light. They also 
prolong induction with ether. With their 


small functional residual capacity and 
residual air and their high consumption of 
oxygen, infants have very little reserve 
against anoxia resulting from laryngospasm. 
Alveolar oxygen is totally depleted in 2 to 3 
minutes in the nonventilated infant lung. 
Intubation in the infant, therefore, is 
indicated (1) to overcome the anatomic 
obstruction of nose, tongue, and larynx; (2) 
to eliminate mechanical dead space and 
decrease anatomic dead space; (3) to permit 
minute-to-minute control of respiration as 
well as the plane of anesthesia; and (4) to 
facilitate the effective assisted or controlled 
respiration so necessary to overcome the 
inefficient chest movement and decrease the 
work of breathing, thereby preventing 
undue fatigue resulting from the increased 
resistance. Increasing the tidal volume and 
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thus increasing alveolar ventilation is the 
most important principle pediatric 
anesthesia. 


Advantages to Older Children 


Older children, as well as infants, benefit 
from intubation for the preceding reasons, 
although probably it is not as mandatory 
for them. Prolonged procedures in this age 
group definitely require assisted respiration 
and very light planes of anesthesia. The 
endotracheal tube permits this assisted 
respiration without distention of the 
stomach, and allows a ligher plane of 
anesthesia to be maintained without worry 
of laryngospasm, stridor, reflex apnea, or 
aspiration of vomitus. In intraabdominal 
procedures, the use of muscle relaxants can 
be used safely if the trachea is intubated. 
Troublesome traction reflexes associate 
with laryngospasm may still occur, but the 
airway is patent and anesthesia can be 
deepened quickly*. 


Precautions 


Just because a tube is in the trachea one 
cannot happily go one’s way without a 
thought about obstruction. This still can 
happen. The trachea in the newborn is 
relatively short—about 4 cm. It does not 
increase in length rapidly and at 2 years is 
only 5 cm., at 6 years 5.7 cm. With too long 
a tube one can easily intubate a bronchus, 
thus causing atelectasis of the opposite lung. 
This can occur on either side, as each 
bronchus branches at an angle of 55 degrees 
from the trachea. Only after the third year 
does the right bronchus form a more acute 
angle with the vertical than does the left, 
and is more readily intubated. Marking the 
tube 1 inch from the end and inserting it to 
that mark, then checking each side for 
breath sounds insures against bronchial 
intubation. 

Obstruction of the tube can result from 
kinking either in the pharynx, at the lip 
margin, or at the connection with the angle 
piece. It is wise to check the patency after 
the tube is in place by running a measured 
catheter through its entire length. Placing 
two towels under the shoulder hyperextends 
the neck and straightens out the pharynx. 
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A bite block will prevent pressure on the 
tube by the teeth. Constant monitoring of 
breath sounds and heart rate with a pre- 
cordial stethoscope is the sine qua non of 
good pediatric anesthesia. Tubes can be 
blocked with foreign material before inser- 
tion or can become blocked by inspissated 
mucus during long operations with the 
use of high flow of dry gases. This can be 
prevented by frequent aspiration with a 
measured catheter; otherwise reintubation 
will become necessary during the operation. 

Insertion of a tube decreases the diameter 
of the airway, and in the little ones this 
can be an important factor in adding to 
resistance to air flow. According to Poise- 
ville’s law, resistance varies indirectly with 
the fourth power of the internal radius of 
the tube, so the largest, thinnest-walled 
tube that can be easily inserted should be 
used and respirations assisted. Trauma can 
result from rough manipulation, especially 
in a poorly relaxed child. Sore throat, 
hoarseness, or coughing may follow. Infant 
gums, which are a series of segments of 
active vascular tissue, can be indented eas- 
ily. If distortion should occur, the gum 
should be remolded. Accidental removal of 
teeth, especially the central incisors, occurs 
readily around the sixth or seventh year, 
when their deciduous roots are absorbed 
and the teeth are only superficially em- 
bedded. One should make every effort to 
locate the dislodged tooth even if an x-ray 
is required. A tooth left in a bronchus can 
lead to medicolegal complications. 

Hemorrhage can result from catching the 
lip between a tooth and the laryngoscope, 
from gouging out a piece of the posterior 
pharyngeal wall with the tip of the blade, 
or from removal of adenoid tissue by a nasal 
endotracheal tube. Using a light, easily 
handled laryngoscope with a narrow blade 
having a blunt end will tend to reduce 
trauma. 

Postoperatively, supraglottic or subglottic 
edema can occur. Although the mucosa is 
rigidly adherent to the posterior epiglottis, 
it is loosely attached anteriorly and along 
the aryepiglottic folds. Edema in these areas 
can push the epiglottis in and back to oc- 
clude the larynx. Soft areolar tissue below 
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the level of the vocal cords can become 
edematous and can occlude at the cricoid, 
the smallest and most rigid part of the tra- 
chea in children. In infants, where the 
diameter of the cricoid is 4 mm. and the 
cricoid area is 14 mm. squared, 1 mm. of 
edema can decrease this opening to 5 mm. 
squared, or to 35 per cent of normal. In 
adults, the same amount of swelling would 
decrease the opening only 19 per cent. 

Edema follows the forced insertion of too 
large a tube into the trachea, prolonged 
tubation, frequent movement of the larynx 
on the tube, or infection. Infection, perhaps, 
is the most frequent factor implicated in 
this complication’. It can follow the use of 
contaminated tubes or lubricants and read- 
ily occurs in children with pre-existing 
upper respiratory infections or fluid im- 
balance. 

Hoarseness and laryngeal stridor are oc- 
casionally seen, but severe laryngitis is not 
too common if one is careful. Retraction of 
the supraclavicular and intercostal spaces 
indicates inadequate flow rates, and rapid 
respiration indicates carbon dioxide reten- 
tion. Constant vigilance is needed, as the 
rapid breathing through a narrow glottis 
can result in exhaustion from pulmonary 
edema. 

To minimize this edema, intubation 
should be gentle and the patient well re- 
laxed. Bucking or straining on the tube 
should be prevented by adequate depth of 
anesthesia and minimal movement of the 
head or tube. Pliable plastic tubes should 
be used, as these will mold to the shape of 
the trachea with the heat of the body. Rigid 
rubber tubes should be shunned, since they 
cause pressure on the posterior pharynx, 
arytenoids, and anterior tracheal wall. The 
tube should be scrupulously clean having 
been washed with soap and water, rinsed, 
soaked in Zephiran for 30 minutes, rinsed 
again, and stored in a clean case. Cuffs are 
not needed in children, and only cause ad- 
ditional pressure. 

Postoperative Care 


Postoperatively, all infants and the chil- 
dren subjected to prolonged or traumatic 
intubation should be placed in a cold, moist 
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atmosphere for 12 to 24 hours. This can 
be satisfactorily supplied by the Isolette in 
infants and the Croupette in older children. 
Not only will the edema subside, but the 
lowered body temperature will decrease the 
oxygen demand and carbon dioxide produc- 
tion, with subsequent quiet, slower respira- 
tion. Sedatives are helpful in slowing res- 
piration and preventing pulmonary edema. 
They should be given only if there is no res- 
piratory obstruction and the restlessness is 
not due to hypoxia. Atelectasis is prevented 
by frequent coughing and endotracheal suc- 
tion. Adequate fluid intake is important 
both pre- and postoperatively, as dehydra- 
tion increases temperature and respiratory 
rate and causes further irritation of the 
laryngeal edema. If no improvement occurs 
in six hours, a tracheostomy should be con- 
sidered. It should be done earlier if the 
respiratory rate remains over 36 and the 
pulse rate over 140. 


Objections 


Prolonged inductions in order to attain 
third plane for an atraumatic intubation is 
no longer an argument against intubation. 
Children below the age of 6 months can be 
intubated awake, while the older child is 
relaxed by the use of intramuscular or in- 
travenous succinylcholine. Topical agents 
applied to the larynx allow many patients to 
be intubated with the use of cyclopropane 
or fluothane alone. Both Pontocaine, 1.5 
mg. per pound, and Xyloccaine, 15 mg. per 
pound, have been found to be satisfactory 
and safe. 

Spasm can occur on extubation, and this 
period may be as dangerous as intubation. 
Some believe the tube should be removed 
while the patient is still deeply anesthetiz- 
ed, but the possibility of vomiting and aspi- 
ration is very real at this time. We extubate 
when the patient is in light anesthesia and 
has regained his swallowing reflex. Laryn- 
gospasm will not occur if the respiratory 
center is not obtunded by anesthetic agents. 
All secretions from the pharynx should be 
removed before extubation, so that none 
is left to irritate the vocal cords. The prev- 
iously mentioned topical agents will help 
by suppressing the laryngeal reflex. The 
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patient should be well oxygenated before 
extubation, and the practice of dragging 
the suction catheter out with the tube is 
to be deplored*. Suction can deplete the 
oxygen reserve in the lung, and if a com- 
plete laryngospasm then occurs after extu- 
bation, severe anoxia and cardiac arrest 
result. Immediately after extubation, 100 
per cent oxygen should be given by bag and 
mask. Oxygen is the best prophylactic as 
well as the best treatment for laryngospasm. 
The last objection to intubation is that it 
is difficult. Intubation is no more difficult 
in the young than in the adult if one remem- 
bers the difference in anatomy. The larynx 
is more anterior and cephalad, with the 
cords at a 45 degree angle to the anterior 
pharyngeal wall, running upwards and 
posteriorly. This is due to the proximity of 
the hyoid bone to the thyroid. The epiglottis 
is stiff, U shaped, and not broad and mobile 
as the adult’s®. The curved blade increases 
further this anterior displacement, while it 
is difficult to lift the epiglottis with the 
straight blade and the arytenoids are eas- 
ily traumatized. The straight blade, how- 
ever, used in the vallecular space anterior 
to the epiglottis and pressed in a posterior 
direction will bring the larynx easily into 
view. Because of the concavity and slight 
inferior anterior attachment of the cords, 
the tip of the tube will impinge on the an- 
terior wall. Lowering the laryngoscope will 
now straighten out the acute angle of larynx 
with the trachea, and the tube will easily 
advance down the trachea. Except for the 
constriction at the cricoid, other resistance 
such as subglottic web or tracheal atresia 
is rare. Thyroglossal cysts, cystic hygroma, 
and mucous cysts of the epiglottis are also 
rare, and do not make intubation difficult. 


Summary 
With intelligent use, intubation facilitates 
all pediatric techniques. Safe light planes of 
anesthesia can be maintained without fear 


of respiratory aberrations. The tube has 
been the major factor in lowering surgical 
mortality by making anesthesia more phy- 


siologic, more controllable, predict- 
able, and more reversible. Disaster can be 
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better avoided in the intubated infant and 


child. 
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Anesthesia for Pediatric Orthopedic Procedures 
C. R. STEPHEN, M. D. 
DURHAM 


The fact that mortalities due to anesthesia 
occur more often in the first decade of life 
than any other! cannot be ascribed to status 
thymicolymphaticus or any other pathologic 
condition, real or apparent, which is peculiar 
to the child. With but few exceptions, usual- 
ly embracing congenital anomalies, the 
myocardium is functionally strong and con- 
tractile, the arteries are patent and pulsatile, 
and the vital organs are richly supplied with 
capillary plexuses. Moreover, pulmonary 
disease which limits the normal oxygenating 
function of the lung is rare in the child 
presenting for operation. The fatal compli- 
cations occur for the most part because the 
margin of allowable error in providing anes- 
thesia for the child is less than in other age 
groups. Hypoxia due to acute or chronic 
respiratory tract obstruction can be pre- 
cipitated more easily in the child because 
of the small anatomic size of the airway 
structures. Acute lack of oxygen wrecks the 
machinery of cellular metabolism more 
rapidly because the oxygen in the functional 
residual dead space of the lung is exhausted 
quickly from the small lungs of the child. 
Because of the small size of the child, over- 
dosage with potent anesthetic drugs can 
occur rapidly, and often with virtually no 
premonitory signs. 

These dangers are common to all children 
subjected to anesthesia. Certain practices 
tend to protect the child from these hazards. 
Among them may be included an adequate 
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preanesthetic evaluation and the provision 
of proper preoperative medication. 


Clinical Fvaluation 


In addition to the physical examination 
performed during the clinical evaluation of 
a child for elective operation, one is con- 
cerned about the presence of an intercurrent 
infection associated with upper respiratory 
tract obstruction or pyrexia. Children with 
fever who are perhaps dehydrated and who 
are then exposed to drugs such as ethyl 
ether are prone to develop convulsive epi- 
sodes during operation: the danger of these 
is well known. The hazard of anesthetization 
in the presence of inadequate amounts of 
circulating hemoglobin is beginning to be 
recognized more fully. If the hemoglobin is 
reduced by one-half, only half the physi- 
ologic amount of oxygen can be carried in 
the blood stream to the vital organs, even 
when all other conditions are ideal: under 
anesthesia these conditions are often not 
ideal. The hemoglobin value of a child 
should be at least 10.0 Gm. per 100 ce. of 
blood before anesthesia and operation are 
attempted. In orthopedic anesthesia, one is 
particularly concerned about the child 
suffering from cerebral palsy. In these pa- 
tients secretions are more likely to develop 
during anesthesia, and those with more 
severe involvement require and_ tolerate 
only low concentrations of drugs. It is there- 
fore important to evaluate the degree of 
central nervous system abnormality in these 
patients. 

In emergency operations—and these are 
prevalent in orthopedic practice—the clin- 
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Fig. 1. Superficial landmarks for blocking major 
nerves in upper arm. 


ical evaluation, in addition to the above 
factors, must include careful note of the 
prior ingestion of food or fluids. If the child 
has eaten or consumed fluids within the 
four hours prior to or at any time since the 
accident, it must be presumed that he has 
food or fluid in his stomach. As a general 
rule, digestive processes stop at the time of 
a psychic and physical insult. There can be 
no rationalization in this matter and no 
compromise. Any type of general anesthesia 
under these circumstances will endanger 
the life of the child. The proverbial “whiff 
of gas” or the “minute or two of intravenous 
anesthesia” are just as dangerous as the 
“major” anesthetic for a major operation. 
Neither the surgeon nor the anesthetist 
should be trapped or enticed into precipitat- 
ing a preventable death?*. 

What can be done under these circum- 
stances? There are several potential alter- 
natives. Ideally, pain can be relieved with 
some form of regional analgesia. With ade- 
quate preoperative medication, such a choice 
is not impractical. For the lower extremity, 
spinal analgesia is a simple technique’, and 
for the upper extremity block of the major 
nerve trunks in the upper arm is valuable 
and free of complications (fig. 1)*. 

A second approach is to induce vomiting 
in the child. This must be done throughly 
and therefore cannot be done gently. Re- 
gurgitation and aspiration of liquid acid in 
the gastric contents during operation is just 
as dangerous as the inhalation of solid par- 
ticles. The best way to evacuate the stomach 
is to pass a large stomach tube and then 
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employ repeated gavage, as in a case of 
poisoning. 

A third alternative is to postpone opera- 
tion for 8 to 10 hours, attempting to sedate 
and induce sleep in the child during the 
interim. This method is not foolproof, as 
the stomach may not be empty even after 
this period of time. If there appears to be 
no other choice, an open drop vinyl ether— 
ethyl ether sequence may be attempted by 
an expert anesthetist. This technique should 
be considered a final, remote alternative. 
Theoretically, when this method is being 
used, if the patient is going to vomit he 
will do so as he is passing from the second 
to the third stage of anesthesia, at which 
time the vomiting reflex is stimulated with 
this type of anesthesia. Usually, but not 
always, the protective laryngeal reflexes are 
still active at this stage, so that aspiration 
is less likely. However, severe hypoxia will 
accompany the protective laryngospasm. 
Emergence from anesthesia is perhaps even 
more dangerous when this type of anes- 
thesia is employed in a _ patient whose 
stomach is not empty. 


Preoperative Medication 


It is important for the emotional equilib- 
rium of the child that he be given the 
benefit of preoperative medication. Many 
different schedules have been suggested; the 
aim is to have a child who comes to the 
operating room sufficiently carefree to doze 
when left alone, but responsive in a non- 
apprehensive manner to the spoken word. 
We have found that these ends can be met 
by administering a short-acting barbiturate 
(pentobarbital) along with a narcotic (me- 
peridine) and an anticholinergic (atropine 
or scopolamine, preferably the latter) (table 
1). Proper dosages according to weight are 
important. Scopolamine not only produces a 
good drying effect, but also has a cerebral 
sedative action which reinforces the other 
sedative drugs. In orthopedic patients who 
frequently return to the operating room 
several times, such preoperative medication 
obviously is beneficial. If the child is being 
sedated prior to regional analgesia, the re- 
commended dosage of preoperative medica- 
tion can be increased safely. 
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Table 1 


Suggested Dosage of 
Preoperative Medication 
in Children 


pis Nembutal 
Weight Oral* 
(Pounds) (Mg.) 


Atropine 


Morphine Demerol Scopolamine 
(Mg.) 


(Mg.) (Mg.) (Mg.) 


65-80 60 
80-90 60 f 0.4 
90 8:15 100 0.4-0.8 0.4-0.8 


Adult 


over 90 


Rectal dosage about two times above doses. 

1. Individualize doses according to physical and mental 
status of patient. 

2. Scopolamine has central sedative effect and counteracts 
respiratory depression of narcotics. 

3. Doses of barbiturate indicated do not depress respira- 
tions. 

4. Administer barbiturate two hours preoperatively; mor- 
phine or Demerol, scopolamine or atropine on call. 


Basal anesthesia induced by the rectal 
administration of Avertin or an ultrashort 
acting barbiturate (thiopental) has achieved 
a certain popularity among orthopedists as 
a substitute for preoperative medication. It 
is true that this technique provides a pleas- 
ant way for the patient to go to sleep, but 
it has the disadvantage of continuing action 
for four to eight hours, so that often the 
patient is not alert for several hours post- 
operatively. With the new and _ pleasant 
methods of anesthesia induction now prac- 
ticed in children, we do not believe that the 
incorporation of basal anesthesia offers 
advantages. 


Maintenance of Anesthesia 


Ethyl ether is probably the commonest 


drug employed for maintaining anesthesia 
in children, at least in this part of the 
country. For the administrator it provides 
a relatively wide margin of safety, but it 
is explosive, it is unpleasant for the patient 
when employed for induction, and_ its 
administration is associated with a high 
incidence of nausea and vomiting post- 
operatively. Explosive anesthetic drugs pro- 
vide a real problem in orthopedic surgery 
when so frequently it is desirable to use the 
cautery. In our clinic this problem has been 
solved to a large degree by the introduction 
of Fluothane into anesthetic practice®. This 
fluorinated compound is nonexplosive and, 
when used with properly calibrated vapo- 
rizers and, with due respect for its potency, 
is proving to be of great value in orthopedic 
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surgery. It provides a rapid, smooth induc- 
tion and will permit in safe concentration 
a degree of muscle relaxation which is 
satisfactory for most orthopedic procedures. 
In our hands it has proved to be particularly 
useful in children. Recovery from anesthesia 
is extremely rapid, the patient being orient- 
ed as to time, place and person within 10 
minutes of the end of operation. The inci- 
dence of postoperative nausea and vomiting 
is less than 5.0 per cent. 

One problem peculiar to orthopedic 
surgery is the frequent employment of 
tourniquets on the extremities. In children 
the period associated with the release of 
the tourniquet may be hazardous, as it is 
often associated with a marked hypotension. 
The reason or reasons for this cardiovascular 
upset are not clear: it may be due to the 
sudden increase in the circulatory bed of 
the patient; it could result from the sudden 
release into the general circulation § of 
partially metabolized substances from the 
anoxic extremity; it could be due to the 
sudden increase in circulating potassium 
which is apparently associated wtih release 
of tourniquets. It is important to be alert 
to this possibility of trouble: it can be 
ameliorated possibly by gradual release of 
the tourniquet over a period of one to two 
minutes. If two tourniquets have been 
employed, a five-minute interval should 
separate the release of each. 


Minor Surgery 


Many orthopedic procedures be 
categorized as minor, in that only a short 
time is required for their completion. 
However, the administration of anesthesia 
which may be required can never be 
considered a minor procedure, particularly 
in children. Catastrophes are just as likely 
to occur in a short procedure as in a lengthy 
operation: the patient travels over much 
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of the same anesthetic journey in each 
instance. We would therefore urge that 
minor operations involving anesthesia be 
conducted where full facilities are immedi- 
ately available to take care of emergencies 
that may arise. An inadequately equipped 
outpatient clinic without trained personnel 
is not the place to administer general 
anesthesia. Take the patient to the operating 
room where full facilities are available. 

As one might expect, anesthesiologists 
are finding the new drug, Fluothane, of 
particular value in short orthopedic § pro- 
cedures. The rapid recovery from anesthesia 
and the minimal nausea and vomiting 
permit the early release of the patient to 
his parents. 


Conclusions 


When all is said and done, the safety of 
the anesthetic administration depends di- 
rectly on the knowledge, skill, and attentive- 
ness of the individual at the head of the 
table. We in the specialty of anesthesia are 
attempting to improve this factor of safety 
constantly. Cooperation and communication 
between the surgeon and the anesthetist 
relating to the peculiar problems involved 
in different patients will go far towards 
raising the standard still further. 
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I have no quarrel with the research institute and with people who 
want to devote a great deal or all of their time to research; however, I 
do know that the future of medical education is going to require a re- 
establishment of a better balance between the teaching, research, and 


patient care.—Hinsey, J. C.: 


Ingredients in Medicine Research—The 


Story of a Method, The Pharos 24: 14 (Jan.) 1961. 
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News and Views on Present and Future 


School Health Programs 


DonaALD A. DuUKELOow, M.D.* 


CHICAGO, ILLINOIS 


At this meeting we have heard authorita- 
tive discussions about dental disease, 
hearing loss, visual defects, accidents, pro- 
grams designed to develop youth fitness, 
continuous health supervision of school age 
children, and assistance to children who 
have special needs. These kinds of problems 
are discussed in most school health confer- 
ences. They are thought to be problems of 
children, but actually they are problems of 
adults—the adults who are responsible for 
these children. 

Current Needs 

The objectives indicated by the papers 
we have heard are reached because of, or 
in spite of, the attitudes of adults and their 
ability to communicate with each other. 
Four major problem areas can be mention- 
ed: (1) The need for the establishment of a 
child-centered program; (2) the need for 
more personal and family responsibility and 
for getting away from the concept that the 
only way a job can be done is with federal 
grants or state appropriations; (3) the need 
to develop the ability and the willingness to 
communicate across professional lines and 
with the consuming public in order to 
develop cooperation; (4) the need for a 
missionary zeal in the promotion of medical- 
ly and educationally sound school health 
programs. A word on each of these might 
illustrate the point. 


Child-centered programs 


Competition between schools rather. than 
an effort to improve the child and make 
him a more effective citizen too frequently 
characterizes our school health programs. 
Since the child is the only possible excuse 
for having a school health program, he 
should be the center of the program, the 


Delivered at the Third North Carolina State Conference 
on School Health; Raleigh, North Carolina, October 22, 
1960. 

From the Department of Health Education, American 
Medical Association. 


objective of all effort. If we do for the child 
those things which will protect his health 
and aid him to live more effectively, and at 
the same time give him the understanding, 
the motivation and the independence that 
will permit him to assume _ responsibility 
for himself, his family and his community, 
we have gone a long way forward. 


Family responsibility 


Federal grants, as we know them in 
public health work, were started during the 
First World War and_ became firmly 
established before 1940. Many agencies now 
feel that the only possible way to accom- 
plish an objective is with a federal or state 
grant. The development of individual 
initiative, the cultivation of private grants, 
and above all the encouragement of family 
responsibility to care for their own seem to 
be outdated. Actually, when the care 
gratuitously given to young people is in- 
creased, they are increasingly prone to lean 
upon government for more and more and 
to be less willing to assume responsibility 
for themselves. Even though there are 
occasions when governmental! assistance is 
necessary in the development of a program, 
we must be extremely careful lest we there- 
by prevent the individual and his family 
from accepting their proper responsibility. 


Communication 


Each profession has its own language. 
this language is as foreign to non-members 
of the group as though it were the language 
of another country. Communication in 
intelligible terms, therefore, becomes rather 
difficult, particularly when the same word 
holds different connotations for the various 
professions. Moreover, the educational 
experiences of one profession differ widely 
from those of another. It is difficult for the 
teacher to appreciate the doctor’s day, and 
likewise for the doctor to know all that goes 
on in the teacher’s life, even though each 
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has spent some time in the rooms devoted 
to the others occupation. In spite of these 
language problems, understanding and 
cooperation among professional groups and 
community organizations is necessary to a 
sound school health program. Every effort 
should be made to develop an understanding 
that will permit intelligent working  to- 
gether. 


Promotion of sound practices 


In this world of superlatives, where 
nothing is large and everything is giant, it 
takes extraordinary persuasive power to 
interest communities in the support of such 
prosaic activities as health services for 
keeping well children well. For that matter, 
difficulty often is encountered in the 
development of services that will help to 
discover those who are not well. Not 
infrequently unsound programs develop 
because of enthusiasm that is not founded 
on fact. Therefore, it seems incumbent upon 
all concerned to devise programs that are 
both educationally and medically sound, 
and to promote them with a zeal that will 
insure their adoption despite lethargy or 
open antagonism on the part of some poorly 
informed citizens. 


Views of the Future 


Thomas Huxley once pointed out that 
every new concept begins as_ hearsay, 
evolves into orthodoxy, and ends as super- 
stition. In school health we are now some- 
where between the first and second stages. 
An occasional physician, as well as an 
educator here and there, regards what we 
consider good school health as rank heresy, 
though a great majority of thinking profes- 
sional people accept it as orthodox. It is a 
part of the good school. The better programs 
have a smooth relationship with community 
organizations and governmental agencies as 
well as with the practicing professions 
involved in the health service of children. 

To prevent the current orthodoxy from 
degnerating into superstition, we must 
consciously keep alive the sound practices 
of the second stage. To do this in a changing 
world can be difficult. Let us look into the 
crystal ball to see if the reflection of what 
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has gone before can give us an insight into 
what the future might hold. To step into 
the future effectively, one must have one 
foot firmly planted on the present. 


Medical association activities 


At each National Conference on Physici- 
ans and Schools information is reported 
regarding the school health activties of the 
several state medical associations. The 
report for the Eighth National Conference 
to be held next March will include the 
following activities engaged in by medical 
associations in the United States: 

1. Cooperation with or membership on a 

state school health advisory committee. 

2. Conferences between physicians and 
educators. 

3. Promotion — of 
practices. 

4. Conferences on athletic injuries and 
medical aspects of sports. 

5. Advice on safeguards for contact sports 
in the elementary and junior high 
schools. 

. School health workshops for school 
administrators. 

. School health workshops for teachers. 

. Advisory services to school health com- 
mittiees of local medical societies. 

. Continuous health supervision of 
children as recommended by the 
National Congress of Parents and 
Teachers. 

. A guidebook showing school health 
services available from various organi- 
zations, agencies and professional 
personnel. 

. Definition and publication of the profes- 
sional qualifications and functions of a 
school physician. 

. Reorganization of existing health pro- 
grams. Conferences on youth fitness. 

3. Promotion of health, safety, and physi- 
cal education in the grade schools. 

. Promotion of of physical education and 
sound health instruction in the secon- 
dary schools. 

. Preparation of articles on school health 
for publication in education journals. 

}. Advice on nutrition. Visual and hearing 
programs. 
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lature, it has been observed, is the 
original promoter-for constantly 
and ingeniously she is expanding 


her creations. 


As a respected doctor, the ideas you 
express will take root in the minds 
of many. As an active supporter of 
Blue Shield you can, if you will, do 
more than anyone else to further 
the cause of this voluntary, doctor- 
guided program of medical care 
prepayment in your community. 
One doctor writes: “A team of Blue 
Shield Plans and cooperating phy- 
sicians cannot be matched by any 


other program aimed at the same 


purpose.” MHLUE SHIELD’ 


- 


CHAPEL HILL, NORTH CAROLINA 
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extra 
antibiotic 
actiwity 


“attains activity 
levels promptly 


DECLOMYCIN Demethylchlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 


TETRACYCLINE TETRACYCLINE 


ACTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 
THERAPY THERAPY 


po SAGE 


150 mg. q.i.d. 


sustains activity 
levels evenly 


DECLOMYCIN Demethylchlortetracycline sustains, 
through the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another-site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which charac- 
terize other tetracyclines. 
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DOSAGE OTHER TETRACYCLINES—PEAKS AND VALLEYS 
250 mg. q.i.d. 
POSITIVE ANTIBACTERIAL ACTION” PROTECTION AGAINST PROBLEM PATHOGENS 


relains activity 
levels 24-48 hrs. 


DECLOMYCIN Demethylchiortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 
given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines...but total 
dosage is lower and duration of action is longer. 


DAYS OF TETRACYCLINE A DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C DOSAGE 


DURATION OF PROTECTION 


YCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS — As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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Concerning Your Health and Your Income 


THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 
SPECIAL GROUP ACCIDENT AND HEALTH PLAN 
IN EFFECT SINCE 1940 


This is our 21st year of service to the Society. It is our aim to continue to lead the field in provid- 
ing Society members with disability protection and claim services as modern as tomorrow. 


SPECIAL FEATURES ARE: 


1. Up to a possible 7 years for each sickness (no confinement required). 
2. Pays up to Lifetime for accident. 
3. New Maximum limit of $650.00 per month income while disabled. 


All new applicants, and those now insured, who are under 55, and in good health, are eligible to 
apply for the new and extensive protection against sickness and accident. 


BENEFITS AND RATES AVAILABLE UNDER NEW PLAN 


COST FOR AGES 35 TO 70 


COST UNTiL AGE 35 


*Dismemberment 


Accidental Death Loss of Sight, Speech Accident and Annual Semi-Annual Annual Semi-Annual 
Coverage or Hearing Sickness Benefits Premium Premium Premium Premium 
5,000 5,000 to 10,000 50.00 Weekly $ 78.00 $ 39.50 $104.00 $ 52.50 
5,000 7,500 to 15,000 75.00 Weekly 114.00 57.50 152.00 76.50 
5,000 10,000 to 20,000 100.00 Weekly 150.00 75.50 200.00 100.50 
5,000 12,500 to 25,000 125.00 Weekly 186.00 93.50 248.00 124.50 
5,000 15,000 to 30,000 150.00 Weekly 222.00 111.50 296.00 148.50 


*Amount payable depends upon the nature of the loss as set forth in the policy. 


OPTIONAL HOSPITAL COVERAGE: Members under age 60 in good health may apply for $20.00 
daily hospital benefit—-Premium $20.00 semi-annually or $40.00 annually. 


Write, or call us collect (Durham 682-5497) for assistance 
or information 


ALL CLAIMS ARE PAID IMMEDIATELY FROM OUR OFFICE. 


Administered by 


J. L. CRUMPTON, State Mgr. 
Professional Group Disability Division 
Box 147, Durham, N. C. 


J. Slade Crumpton, Field Representative 
UNDERWRITTEN BY THE COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


Originator and pioneer in professional group disability plans. 
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17. Aid in developing cumulative school 
health records. 
18. Revision of pupil examination program. 
Many other reported activities based on 
local situations were unique to the state 
reporting. These programs indicate the 
potentialities of medical association school 
health committees, since in most instances 
fewer than half the medical societies, and 
occasionally only one or two, are now 
performing this particular kind of an 
activity. There are areas in which medical 
associations can extend their advisory 
service into activities already known and 
found necessary. 


Selected prophesies 


For an unknown future, however, we 
must appreciate certain factors that even 
the experts can only guess at. In a 
symposium on the future, ten physicians 
looked at the future, a few of whom I should 
like to quote! 

Captain Normal L. Barr, (MC) USN, 
states: 


Past experience gives us confidence that 
diseases, one by one, will be brought under 
control. We look forward to a Utopian time 
when surgery will be required only for the 
correction of malformations and the repair of 
trauma, when heart disease and cancer will 
fall to the bottom of the ‘causes of death’ list. 

But as we can expect a reaction for every 
action in the physical sense, we must expect a 
reaction for these advances. Removal of the 
causes of death removes also the mechanisms 
that nature uses to control the world popula- 
tion. We are faced with a world population 
that will double at least each 50 years and 
lead to the horrors of super saturation. The 
eventual alternatives appear to be population 
control or the natural development of other 
automatic selection processes. The physician 
holds the primary concern, knowledge and 
responsibility in this difficult area and it will 
occupy more and more of his time and atten- 
tion. 

Associated with this concept of population 
explosion is the point of view of William B. 
Bean, M.D., who heads the Department of 
Internal Medicine of the University of lowa 
College of Medicine. He says that 

in seeking the Utopia of things we have for- 

gotten values. Education in schools cannot 

make up for its deficiency at home but should 
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aim to inculcate a yearning for excellence, a 
desire for sound knowledge, a discipline which 
recognizes the necessity for hard work instead 
of the deadening short cut, the sense of 
personal responsibility and love of our fellow 
man, not the vague love of mankind. A return 
to drill in fundamentals, for the very gifted, 
and study of the needs and limitations of the 
retarded, should send to medical schools 
students prepared to cope with the rising tides 
of facts necessary to practice medicine at once 
humane and scientific. 

He later points out that “The physician 
of tomorrow must employ the marvels of a 
busy and tireless science for he may not 
escape blame for negligence if he permits 
suffering or death because of ignorance. 
Unless we guide the next generation to 
improve upon our own, the passage of 
time will not mean progress.” 

In the same symposium, F. J. L. Blasin- 
game, M.D., Executive Vice President of 
the American Medical Association, stated: 

We must develop” effective systems of 

disciplining unethical physicians and restrain- 

ing those whose actions are damaging to the 
entire medical profession. 

Casting its shadow in the years ahead is 
the threat of government domination. Our job 
is to prove to the American people and 
Congress that we and our allies are capable 
of conducting a program that is meeting, or 
can be expected to meet, the health needs of 
the people. 

These three opinions—one looking to an 
enormous change in population, a second 
pleading for improved education that will 
produce better physicians, and the third 
pointing out problems that these physicians 
are likely to face in regard to their patterns 
of practice suggest some future difficulties 
related to the school health program. 

For example, the population experts tell 
us that by far the greater portion of the 
population of the United States will be 
living in urban centers—in fact, in great 
metropolitan areas. What we now know as 
rural America will be rapidly depopulated. 
At one time cities were breeding places of 
disease and the country was looked upon as 
the seat of health. Now it is the city that 
provides for health service, the ongoing 
programs of prevention, and the better 
oriented educational programs that will 
help a younger generation live effectively 
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and efficiently. Living in cities, however, 
will require an increasing sophistication 
which comes only from an extension of 
education and a willingness to accept the 
responsibilities of group living. 

At the last meeting of the Joint Com- 
mittee on Health Problems in Education 
of the N.E.A. and A.M.A., an educator, 
Kenneth E. Oberholtzer, Ph.D., and a public 
health physician, Granville Larimore, M.D., 
attempted to look into this same crystal ball 
as a guide to the thinking of the Joint 
Committee on health problems of concern 
to the Committee’s program. Dr. Oberholt- 
zer pointed out that health education was a 
shared responsibility of the schools, and not 
a primary responsibility. This, however, 
does not lessen its importance, but puts it 
in a somewhat different context from other 
subject matter in the school curriculum. 
The timing of health education is extremely 
important. Every opportunity should be 
seized to make use of such factors as teach- 
able moments, curiosity, and individual 
differences. But Dr. Oberholtzer points out 
that this is a an educational program for 
parents as well as for children. It starts in 
the pre-school period. The parent teaches 
the child and continues to teach him 
throughout life. Health behavior is almost 
exclusively a product of our culture. 

Dr. Larimore pointed out the close 
relation between mental health and some 
of the new developments in psychiatry, in 
drug therapy, and in the recognition and 
handling of such problems as alcoholism 
and narcotic addiction. These new concepts 
have changed the management of patients 
both outside and inside hospitals, and 
emphasize the role of mental health in the 
community. The new discoveries regarding 
the relationship of viruses to cancer may 
reveal leads to the cause of some tumor 
formation. Communicable diseases are still 
of concern in education because the child 
is more frequently involved. A_ break- 
through leading to the prevention of such 
viral diseases as measles and chicken pox 
similar to the recent discovery of control 
methods for poliomyelitis may be imminent. 
Environmental health problems, particular- 
ly air pollution and radiologic hazards, are 
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on the increase. We need to know more 
about nutrients and their effect upon the 
body in order to have a better nourished 
population in the future. Chronic diseases 
bring such problems as rehabilitation and 
the financing of medical care, which are 
particularly important in a society where 
the dependency of both young and old is 
considerably longer than at any time in 
history. Medical care is in a process of 
change and can be expected to undergo 
further changes in the future, with continu- 
ed growth of the insurance concept which 
allows people to share the cost of medical 
care. 

Factual memory without understanding 
is one of the difficulties of health education. 
Because counseling and guidance in health 
are extremely important, we should look 
with favor upon school nurses who work as 
school counselors and guidance personnel 
with families and physicians. There is a 
great need for more’ guidance’ from 
physicians concerning nutrition, ways of 
living, the preparation of food, air pollution, 
gadgets, automation, and the nature of 
exercise. All of these are increasing in 
importance with our expanding population. 
Their relationship to health is a real prob- 
lem. 


Recommendations of the White House 
Conference 


The reports coming from the recent 
White House Conference on Children and 
Youth suggest areas that should concern us 
as administrators of school health activities. 
Among these are the environment of the 
school, community coordination to provide 
more effective service, recognition of the 
family as the basic unit of our society, and 
the promotion of this concept through 
family life courses which prepare for 
marriage and parenthood. The curriculum 
should provide opportunities for the student 
to develop an understanding of the basic 
elements of health protection and an 
appreciation of physical education. Special 
educational services, pupil personnel ser- 
vices, leisure activities, and community 
programs are all a necessary part of this 
picture. A careful study of the report of 
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the White House Conference on Children 
and Youth will suggest many program areas 
in which local support will accelerate 
implementation. Working with the _ local 
committees to implement recommendations 
of the White House Conference should do 
much to strengthen existing programs for 
the protection of the health of children. 


Conclusion 


Looking to the future, we can be sure 
that there will be a change. There is every 
reason to believe that much that is now 
orthodox will gradually come to be regarded 
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as superstition, as a new orthodoxy develops 
out of present heresy and becomes the 
accepted standard for program planning. 
We must make every effort to understand 
what our colleagues of other professions are 
talking and thinking about when we meet 
together in the interest of these children 
and schools. And last but not least, we 
should use every opportunity to promote 
sound school health activities which express 
the best in both medicine and education. 
Reference 
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Carcinoma of the Penis 


W. C. MEBANE, M.D. 
WILMINGTON 


Although the last two decades have 
produced a vast amount of literature on 
malignancy, relatively few papers on cancer 
of the penis have appeared. In this country, 
where hygienic practices are meticulous, 
the incidence is comparatively low. Never- 
theless, the disease remains an unpopular 
one for the surgeon as well as for the victim. 

The disease differs from most forms of 
malignancy, for it is preventable and in 
many cases curable. This is to say that 
circumcision in infancy renders complete 
immunity for life. Circumcision in child- 
hood, followed by good hygiene, provides 
almost complete immunity. The smegma 
bacillus growing under a long, moist fore- 
skin poses a strong carcinogenic agent in a 
fertile soil, yet the public health authorities 
have had little to say on the prevention of 
this preventable and mutilating disease. 

Cancer of the penis lends itself well to 
surgical therapy and to radiation. It is well 
situated for surgical attack. It is an external 
growth, can be recognized early, and in- 
volves an organ which is not essential to 
life or to urinary comfort. All or any part 
of the penis may be removed without loss 
of or serious effect on urinary control. If 
the lesion is discovered early, sexual 
function may be impaired but not complete- 
ly lost. Even in advanced cases, the surgical 


outlook is good, because the localization of 
lymphatic drainage makes block dissection 
feasible in most cases. The femoral, 
inguinal, and part of the hypogastric glands 
are readily dissected and removed along 
with the shaft of the penis. 


Technique 


It is our practice to amputate the corpora 
cavernosa 2 cm. proximal to the lesion. The 
urethra, surrounded by the corpus spon- 
giosum, is dissected free and brought out 
on the skin of the perineum or scrotum. 
When the growth involves the entire shaft 
and a portion of the skin and anterior 
surface of the scrotum, the scrotum is 
divided in half, the corpora are completely 
removed from the ramus of the pubis, and 
the involved skin is resected. A perineal 
meatus is established. The scrotum is then 
reconstructed by suture. If part of the shaft 
can be left, it is well not to ligate the dorsal 
arteries and veins of the penis. The inguinal 
flaps frequently slough when _ extensive 
ligation is done. If the skin flaps on the 
penis or inguinal region slough, they can 
be easily covered by grafts. 

An ample length of urethra is cut and is 
split into two strips 1 cm. long. These flaps 
are sutured to the skin with 000 silk to 
prevent retraction and stenosis. Use of a 
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Table 1 


Operative Results in Ten Cases of 
Cancer of the Penis 
1944 - 1960 
Case Age Results Survival 

(Years) (Years) 
40 Living and well 16 
70 Died two weeks after biopsy 
55 Living and well 12 
67 Living and well 9 
65 Living and well 9 
53 Living and well 8 
42 Died in 1953 with pneumonia 1 
69 Living and well 6 
68 Died in 1960 with coronary 

occlusion 


6 
22 Living and well 1% 


Foley catheter for five days protects the 
wound from urine. Urinary control is good 
when the catheter is removed. 


Case Reports 


Case 1 


The patient, a 40 year old Negro man, was 
admitted on August 3, 1944, because of a large 
cauliflower growth, very foul, involving the 
entire glans penis. The growth, which he had had 
for six months, was about the size of a lemon, 
and had completely destroyed the glans penis 
and half of the shaft. The inguinal glands were 
enlarged and firm. A complete amputation of 
all the penis and resection of the groins was 
done in August, 1944. Two of the five lymph 
nodes from the inguinal region showed car- 
cinoma. The patient appears well today, with a 
well functioning urethra, 16 years after his 
operation. 


Case 2 


A 70 year old Negro man was admitted on 
August 4, 1955, having had a growth on the penis 
since June, 1934. A biopsy was done, but the 
patient died shortly afterward with general 
malnutrition and chronic anemia. No definitive 
surgery was performed. 


Case 3 


A Negro man, aged 55, noticed a growth on 
the penis in March, 1946, and came to the hospital 
for treatment on March 28, 1947. The inguinal 
glands were enlarged. The primary growth was 
large and fungating, and had destroyed the 
glans penis, including the entire shaft, back to 
the edge of the scrotum. A biopsy was done, 
followed by amputation of the entire penis. The 
urethra was brought out on the posterior surface 
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of the scrotum. The patient was discharged on 
April 24, 1948. On December 12 he came back 
with a recurrence of the growth. By this time 
the tumor had spread to the skin of the scrotum 
and laterally to the skin of the perineum and 
adjacent thigh. The inguinal glands were enlarg- 
ed on both sides. Another resection of the 
inguinal glands was carried out. The entire mass, 
including the scrotum and some of the skin of 
the perineum and testicles, was removed in one 
block. The urethra was brought out just anterior 
to the rectum and perineum. The patient return- 
ed on February 9, 1949, presenting an ulceration 
of the inguinal glands on both sides. These glands 
were resected, but showed chronic adenitis and 
cellulitis rather than carcinoma. The disease was 
far advanced, and arrest was not anticipated. On 
January 4, 1960, however, the patient was found 
to be well, with no evidence of recurrence. This 
case represents control of far advanced cancer 
for 12 years. 


Case 4 


A 67 year old white man, first noticed a growth 
on the glans penis in July, 1951. He came in for 
treatment in December, 1951. Examination dis- 
closed a hard, disfiguring growth which had 
displaced and distorted the glans penis. The 
inguinal glands were enlarged. A radical amputa- 
tion was carried out, removing the entire shaft 
of the penis and bringing out the corpus 
spongiosum with the urethra on the perineum 
at the most dependent portion of the scrotum. 
The inguinal glands were resected. There was 
some sloughing at the edges of the skin flaps, 
but this healed by granulation. The diagnosis 
was grade T squamous-cell carcinoma. The 
patient received a therapeutic dose of x-ray to 
the inguinal areas. He has remained well and 
has good urinary function at the present time. 
There is no evidence of recurrence. This case 
represents an arrest, and perhaps cure, of nine 
years. 
Case 5 

A white man, aged 65, was admitted in August, 
1951 with a hard indurated growth on the glans 
penis near the corona, and with enlarged inguinal 
glands bilaterally, of one year’s duration. A 
histologic examination of tissue showed 
squamous-cell carcinoma. The penis was am- 
putated at the level of the symphysis pubis. The 
corpora cavernosa were closed and the skin was 
closed over the corpora. The corpus spongiosum 
was first sutured to the end of the penis, but was 
amputated a little too short and retracted. This 
resulted in fibrous constriction of the meatus. 
About six weeks later the urethra was transplant- 
ed to the perineum behind the scrotum. The pat- 
ient had no further urinary difficulty. Both the 
inguinal and femoral glands were resected on 
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both sides. The patient has remained well until 
the present time, representing control of this 
carcinoma for nine vears. 


Case 6 


A 53 year old white man had an ulceration 
under the foreskin involving about 1 cm. of the 
corona of the glans penis. Histologic examination 
after biopsy showed squamous-cell carcinoma, 
grade II. The inguinal glands were not enlarged. 
The foreskin together with the lesion was 
resected locally, leaving a margin of about 2 
cm. around the ulcer. The skin of the shaft was 
used to cover the defect in the glans. The 
inguinal glands received x-ray therapy. Surgery 
and irradiation effected a cure or control for six 
years. The organ functions well. 


Case 7 


A 52 year old Negro man was admitted to the 
hospital on August 9, 1952, because of a growth 
on the penis of nine months’ duration. Following 
biopsy, a partial resection of the penis and 
inguinal glands was performed, retaining about 
half of the shaft of the penis. The inguinal 
glands were reported to show chronic inflam- 
mation rather than carcinoma. This patient died 
about one vear later with bronchopneumonia 
and septicemia following peritonsillar abscess. 
There was no external evidence of recurring 
carcinoma. 


Case 8 


A Negro man, aged 59, first noticed a growth 
on the end of the penis in January, 1953. The 
lesion was locally excised in March, 1953, but 
continued to ulcerate. In one year the distal half 
of the penis was destroyed. The inguinal glands 
were hard and indurated. In January, 1954, a 
complete amputation of the penis and resection 
of the inguinal glands were carried out. The 
urethra was transplanted to the perineum, and 
the entire shaft of the penis was removed. The 
diagnosis was grade I epidermoid carcinoma. 
The patient is well and working today, with no 
signs of recurrence. This case has been con- 
trolled for six years. 


Case 9 


The patient was a white man, aged 68 years 
and very obese. He was admitted in November, 
1954, with a tumor of the penis under a tight 
foreskin. According to the patient, the growth 
had been present for about three years. There 
was extensive ulceration and_ inflammation 
involving the foreskin. The inguinal glands 
were enlarged bilaterally. The shaft of the penis 
was not involved, and the distal one-third of 
the glans penis was resected. The urethra was 
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brought out on the skin of the scrotum. The 
inguinal and femoral glands on both sides were 
resected. The pathologist reported squamous-cell 
carcinoma of the penis and inguinal glands. 

The patient was readmitted in September, 
1956, after having been well for approximately 
two years. The penis and inguinal glands 
appeared normal, but there was a lesion on the 
inner side of the left thigh which proved to be 
malignant ulceration. This lesion was excised 
extensively and split-thickness' skin graft 
applied. Following this procedure the patient 
remained well until his death from a coronary 
occlusion in June, 1960. His case represents a far 
advanced carcinoma of the penis which remained 
arrested and possibly cured for a period of six 
years. 


Case 10 

A 22 year old white married man was admitted 
to the hospital in July, 1959. For one month he 
had noted a sore nodule under a tight foreskin. 
He was unable to retract the foreskin and main- 
tain hygiene. No enlargement of the inguinal 
glands was noted. Histologic examination disclos- 
ed grade II squamous-cell carcinoma. The patient 
reluctantly agreed to an operation and requested 
that we save as much of the penis as possible. 
The lesion was resected 2 cm. proximal to the 
corona. The corpora were closed with fine cat- 
gut. The utrethra extended 0.5 cm. beyond the 
shaft, and a graft was used to cover the end of 
the shaft. The inguinal glands were resected, but 
were found to be free of tumor. The patient’s 
recovery was uneventful. A follow-up examina- 
tion in September, 1960, 18 months after opera- 
tion, showed no recurrence of the growth, and 
urinary function was good. The patient states 
that sexual function is quite satisfactory. 


Summary 


Cancer of the penis is preventable, and 
should received more attention in preven- 


tive medical programs. The lesion is nearly 
always a squamous-cell tumor which begins 
around the corona. It tends to metastasize 
slowly to the inguinal and femoral glands, 
but very rarely by the blood stream. It is 
highly amenable to surgical treatment and 
to some degree to radiation. 

Ten illustrative cases are reported, 5 in 
Negro and five in white patients. These 
cases are reportedly consecutively as they 
were encountered in the course of a general 
surgical practice during the years 1944 to 
1960. 
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Neck Injuries in Children 


H. FRANK Forsytu, M.D. 
WINSTON-SALEM 


The remarkable thing about neck injuries 
in children is their relative infrequence. 
Compared to the amount of violence to 
which it is subjected, this portion of the 
anatomy of the infant or growing child is 
rarely the site of significant damage. 
Consider the falls, the gymnastics, the 
wrestling, the rough games and contact 
sports, as well as automobile and other 
vehicle accidents in which most children 
are involved as they grow up, and it 
becomes a miracle that more of them are 
not paralyzed by the time they reach adult- 
hood. One would have to conclude that the 
limber cervical spine of the child is so well 
constructed and reinforced with ligaments 
that it is able to resist most of this trauma; 
or else that our roentgenographic and other 
diagnostic measures are not adequate to 
show us the effects of the trauma in spines 
that are composed, to a fairly large degree, 
of cartilage. Interpretation of roentgeno- 
grams of the cervical spine is difficult 
enough in the adult because of superimpos- 
ed bony structures, but in the child it is 
still more confusing. We must be aware of 
the presence of epiphyseal lines, and the 
unossified portions of the skeleton, and also 
become more familiar with the normal 
appearance of the spine at the different age 
levels. 


Clinical Material 


During the past 12 years we have treated 
175 patients with serious injury of the 
cervical spine at the North Carolina Baptist 
Hospital. Only 10 of the patients in this 
group were under 15 years of age, thus 
placing them within the pediatric age limit. 
These 10 patients varied in age from 8 
months to 12 years, with a mean age of 6 
years. The sex distribution was equal. It is 

Read before the Section on Orthopaedics and Traumato- 
logy. Medical Society of the State of North Carolina, 
Raleigh, May 11, 1960. 

From the Section of Orthopaedic Surgery, Bowman 
Gray School of Medicine of Wake Forest College, Winston- 
Salem, North Carolina. 


worth noting that the incidence rises sharp- 
ly in the 15 to 25 year group, owing to the 
large number of severe automobile accidents 
and the preponderance of diving injuries 
within this age range. 

In the childhood group (table 1) we 
found that 4 out of 10 patients had atlanto- 
axial dislocations due to tearing of the 
transverse ligament of the atlas. In 7 of the 
10 patients in this group the injury occurred 
in the upper 3 cervical vertebrae. The 
remaining 3 patients suffered injuries of 
the lower cervical region: A bullet wound 
of the sixth cervical vertebra caused the 
injury in one patient, who was paralyzed 
but recovered. Posterior dislocation of the 
seventh cervical vertebra occurred in the 
other 2 children who were struck by auto- 
mobiles. Both victims were tetraplegic, and 
the complications resulted in death in one 
case, and permanent paralysis in the other. 

Not included in this group of serious 
injuries, but still of considerable interest 
under the general topic of neck injuries, is 
a group of 14 patients who had simple 
rotary subluxation of the cervical spine 
(table 2). There was an even distribution 
of ages in this group from 2 years up to 16 
years, but 10 of these children were boys 
while only 4 were girls. No cases of this 
entity were seen beyond the age of 16 
years, although the condition has been 
known to occur in young adults. The 
clinical picture is a familiar one which is 
usually caused by relatively minor trauma 
such as a sudden twisting of the neck or a 
fall on the side of the head. In most in- 
stances it seems to occur during an un- 
guarded moment when the muscles which 
would ordinarily prevent it are relaxed. 
In 3 of these cases the patients brought on 
their own disability by a sudden jerk of the 
head during a fit of anger. Much to their 
surprise, there was a momentary sharp 
pain, and the head would not return to its 
starting point. 

The typical deformity is a_ torticollis 
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Table 2 


Rotary Subluxation of Cervical Spine 


(Clinical Cases) 


Cases Sex Age Cause Treatment 
ie Male 7 Sudden twist Traction for 2 days 
iM Male 12 Sudden twist Manipulation 
3: Male 9 Fell turning somersault Manipulation 
I. Female 4 Sudden twist Head halter traction 2 days 
and then maniplation under 
anesthesia; adhesive strapping 
2 days 
5. Female v2 Fell from bed Manipulation 
6. Male 16 Twisted head while Manipulation 
wrestling. 
i. Male 3 Fell in bathtub Traction 3 days (Manipulation 
failed) 
8. Male 8 Fell in swimming pool Traction 2 days (Manipulation 
failed) 
9. Male 14 Fell while tumbling Traction 3 days 
10. Male 8 Fell in swimming pool Traction 1 day 
11. Male 16 Fell while tumbling Manipulation 
ba Female 15 Twisted head looking Traction 2 days 
in mirror 
13. Male 6 Slapped in face and Manipulation and cervical col- 
jerked head back lar 2 days 
14. Female 5 Fell on head Traction 2 days 


with the head rotated to one side about 20 
or 30 degrees. The chin is tilted upward 
toward that side, but the head is inclined 
toward the opposite side. The pain, tender- 
ness, and muscle spasm are in the posterior 
neck muscles on the side toward which the 
face is turned. The sternocleidomastoid 
muscle on the opposite side is relaxed, in 
contrast to the usual findings in acute 
cervical myositis or the spastic or congenital 
types of torticollis. There is a limited degree 
of mobility, but the head always returns to 
the same inclined position. There is no 
neurologic deficit, and I am not aware of 
any danger that one will develop. It is 
characteristic of this lesion that it is easily 
corrected by manipulation or the application 
of halter traction to the head for a day or 


two. I have not found it necessary to apply 
any type of holding device after reduction, 
and there has been no instance of recur- 
rence. Any residual muscle soreness has 
cleared up within 24 to 48 hours. 

One of our patients had the “non- 
traumatic” or “hyperemic  atlanto-axial 
dislocation” with relaxation or dissolution 
of the transverse ligament of the atlas 
thought to follow tonsillitis or pharyngitis. 
She was a 6 year old girl who fell in the 
yard from an insignificant slip a week after 
having an upper respiratory infection. The 
next morning she had a wry neck associated 
with pain in the upper cervical spine. 
Roentgenograms showed a mild rotary 
anterior dislocation of the atlas on the axis. 
Reduction was accomplished with ease by 
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skull traction and maintained for two 
months by means of a Minerva Jacket. 
After that her neck had normal function, 
and appeared normal by roentgenogram, 
including lateral views in flexion and 
extension. 

One sees numerous instances of an acute 
type of torticollis, which is also frequently 
associated with an upper respiratory or 
other infection about the head. It appears to 
be an acute myositis, and is characterized 
by spasm of the sternocieidomastoid muscle 
and tender, deep cervical adenitis. There is 
no pain, spasm, or tenderness posteriorly 
over the spine or erector spinae muscles, 
and it is not actually a condition related to 
the spine itself. 

Other conditions of importance in the 
differential diagnosis of cervical spine 
injuries are some of the congenital 
anomalies that may involve this area. These 
would include congenital absence of the 
odontoid; failure of fusion of the dens and 
the body of the axis; occipitalization of 
the atlas, platybasia, basilar invagination 
or other abnormalities of the foramen 
magnum; and the various types and degrees 
of Klippel-Feil syndrome. In the presence 
of some of these lesions which tend to make 
the neck weaker structurally, such as 
absence or failure of fusion of the odontoid, 
or to make the spinal canal smaller such as 
basilar invagination and other anomalies of 
the foramen magnum, a relatively minor 
injury of the neck could result in serious 
compression of the spinal cord. It would 
take a high index of suspicion for one to be 
aware of such a possibility and make the 
diagnosis in the face of a history of minimal 
trauma. On the other hand, if one were to 
see roentgen evidence of  Klippel-Feil 
syndrome in films of a cervical spine made 
sometime after a minor injury, he might 
think that the trauma had been of much 
greater magnitude than it actually was. 
Such an error in understanding might lead 
to overtreatment as far as a patient was 
concerned, or to overpayment in case an 
insurance settlement was due. 


Summary 


A brief review of the cervical spine 
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injuries in children treated at the North 
Carolina Baptist Hospital during the past 12 
years indicates that serious damage occurs 
infrequently in children as compared with 
the same injuries in adults. It also points 
out that the upper three cervical vertebrae 
were much more frequently involved than 
the lower ones, and in general there was a 
greater tendency to dislocation than to 
fracture. 

Congenital anomalies were mentioned as 
a possible complicating factor in injury as 
well as an important factor to be remember- 
ed in roentgen diagnosis and treatment. 


Report from 
The Duke University 
Poison Control Center 
J. M. ARENA, Director 


LEAD POISONING 
PART III 
Treatment 


If the poison has been recently ingested, 
wash the stomach with warm water or a l 
per cent sodium sulfate solution. A saline 
cathartic, such as 30 Gm. (1 ounce) of 
magnesium sulfate, should be given to flush 
the lead from the intestinal tract and reduce 
absorption. Egg white, milk, or other de- 
mulcents are useful for soothing the ir- 
ritated gastric mucosa. 

To control colic, calcium gluconate 1 Gm. 
(15 grains) is given intravenously and re- 
peated as necessary to obtain relief. Mor- 
phine sulfate, 15 to 39 mg. (1/4 to 1/2 
grain), should be given hypodermically as 
necessary for control of severe pain. Max- 
imum dosage for children is 1 mg. per 10 
pounds of body weight. 

The most effective method of removing 
lead is the intravenous administration of 
solution calcium disodium versenate, which 
is superior to BAL as a de-leading agent in 
that it has a higher therapeutic to toxic 
ratio and a high coefficient of chelation for 
lead. This drug should be given by in- 
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travenous infusion only, and the concentra- 
tion should not exceed 3 per cent. One 
ampule, 5 ml. of a 20 per cent solution, must 
be diluted to at least 33 ml. The following 
procedure is recommended: 


Dilute the 5 ml. (1 Gm.) from an ampule 
with 250 to 500 ml. of solution isotonic 
sodium chloride, U.S.P., or sterile solution 
of 5 per cent dextrose suitable for intrave- 
nous injection. Administer this diluted 
solution by intravenous drip over a period 
of one hour. This dose may be administered 
twice daily for periods up to five days. If 
additional treatment is indicated, a two-day 
rest is recommended, to be followed by an- 
other five-day course. 


The dose for children should not exceed 
0.5 Gm. per 30 pounds of body weight, ad- 
ministered as above. Intermittent in- 
tramuscular injections of a 20 per cent 
solution containing 0.5 per cent procaine in 
a total daily dosage range of 50-75 mg. per 
body weight for five to seven days is also 
effective. 

Versonate makes available for the first 
time reasonably safe, effective therapy in 
heavy metal poisoning without organ injury 
during excretion. 

Solution calcium disodium versenate is 
the calcium chelate of ethylenediaminete- 
tracetic acid (EDTA). (In the body calcium 
is displayed by lead, forming the lead 
chelate—nonionized, nontoxic, water-sol- 
uble, nonmetabolized, and excreted intact.) 
This compound cannot produce exacerba- 
tion of symptoms during period of therapy. 
It is potentially nephrotoxic and overdosage 
or prolonged treatment can cause nephrosis, 
which usually clears promptly after therapy 
is discontinued. 

Oral administration of EDT is not as 
satisfactory as parenteral administration, 
and may even be harmful. If excessive 
quantities of lead are present in the gas- 
trointestinal tract, the resultant chelated 
lead is well absorbed, and while most of it 
may be excreted in the urine, there is al- 
ways the possibility that total stores of body 
lead may be increased. The prophylactic oral 
use of this drug in lead workers should 
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never replace proven preventive and pro- 
tective measures. 

In lead encephalopathy with status 
epilepticus or coma, restricted parenteral 
fluids and parenteral EDTA are mainstays 
of therapy, with parenteral anticonvulsants 
and intensive supporting care including 
drugs (urea, etc.) for diminishing the in- 
creased intracranial pressure. Extensive 
craniectomy with opening of the dura ap- 
pears to have saved lives and to have 
prevented, in some instances, irreversible 
brain damage. 


Lead Arsenate and Arsenite 


These compounds are white, heavy 
powders which are extensively used as in- 
secticides. Intoxication may arise from in- 
halation of the powder during spraying 
operations and from the ingestion of con- 
taminated drinking water or food. The 
clinical picture of lead arsenate poisoning 
more closely resembles that of lead than of 
arsenic poisoning, although certain symp- 
toms occasionally are similar to those pro- 
duced by arsenic. Nevertheless, toxicity is 
mainly due to the lead component and treat- 
ment is essentially the same as that of lead 
poisoning. BAL, however, might be more 
useful than EDTA, since both lead and 
arsenic may be responsible for the present- 
ing symptoms. 


Lead, Tetraethyl 


This highly toxic compound is an oily 
liquid which is added in small amounts 
(1:1000) to gasoline to lessen “knock’”’ by 
preventing premature combustion. Poison- 
ing arises directly from contact with tetra- 
ethyl lead itself, which is absorbed both 
from the intact skin and lungs. The toxic 
effect is due to the triethyl lead formed 
during the breakdown of the tetraethyl 
compound, which causes inflammatory and 
degenerative lesions in the brain and other 
tissues. Acute central nervous’ system 
excitement results, with delirium and mania. 
The main risk of this type of poisoning 
exists in industrial workers, but present 
precautions and prophylactic measures are 
adequate in eliminating these dangers. 
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EXECUTIVE COUNCIL MEETING 


The midwinter meeting of the Executive 
Council of the State Medical Society was 
held in Pinehurst on February 12—the day 
after the Conference of County Medical 
Society Officers and Committeemen. Both 
meetings had been postponed for two weeks 
on the advice of the Highway Commission 
because weather conditions made driving 
hazardous. One could not have asked for 
better weather at this meeting, however, 
and the meeting was well attended. 

Since a called meeting of the House of 
Delegates will be held in Durham on Feb- 
ruary 26, to ratify the most important 
actions of the Council, this account of the 
highlights of the Council Meeting is in the 
nature of a preliminary report. 

Most of the morning session was devoted 


EDITORIALS 


to the stand the Medical Society should 
take in the Medical Assistance for the Aged 
Program proposed by the Kerr-Mills Act. 
After much discussion pro and con, a 
motion was made that the Society would 
not ask for vendor payments at this time. 
It was brought out in the discussion that 
not more than 65,000 people past 65 were 
apt to apply for medical assistance under 
the Act, and of these not more than 10,000 
or 15,000 per year would apply. Mr. J. W. 
Foristel of the A.M.A. Washington Office 
said that it would be a good policy from the 
public relations viewpoint not to ask for 
vendor payments for the present. He also 
said that North Carolina was one of the 
four key states to encourage participation 
in the Kerr-Mills Act instead of the Social 
Security approach—and that unless at least 
24 states adopted the Kerr-Mills Programs 
by the end of this Congress we would be 
“in bad shape.” 

A motion to rescind the November meet- 
ing action of the Executive Council and 
decline to ask for vendor payments was 
passed by a vote of 13 to 4. 

Dr. Roscoe McMillan, chairman of the 
Committee on Constitution and By-Laws, 
called attention to Article IV, Section 6, of 
the Constitution, which states: “Life Mem- 
bers shall consist of those physicians who 
have been members of the Society con- 
secutively for 20 years and who have attain- 
ed the age of 70 years. They shall be exempt 
from all dues and assessments and shall be 
entitled to all the privileges enjoyed by 
active members in good standing except 
the privilege of holding office and receiving 
the JourRNAL.”” He asked that the Council 
recommend that the phrase, “except the 
privilege of holding office and receiving the 
JOURNAL,” be deleted. This motion was 
passed unanimously. 

Dr. McMillan also paid a tribute to the 
Auxiliary, and asked that if they requested 
it, asum not to exceed $600 per year should 
be granted the Auxiliary for employing 
part-time secretarial help. This was un- 
animously approved. 

Dr. Everett Bugg’s ad hoc Committee on 
Relative Value Scale Study submitted 
copies of the report prepared by his com- 
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mittee. A motion was passed that the Re- 
lative Value Scale Report be approved in 
principle and that the committee be con- 
tinued, with authority to change the Rela- 
tive Value Scale after negotiating with 
groups involved. The comment was made 
that a foreword of explanation was needed. 

Dr. Wayne Benton, chairman of the Com- 
mittee on Finance, reported that the Society 
was “financially well off’ and that our 
investments were returning a satisfactory 
vield. He also said that by 1963 Greensboro 
would have ample hotel and coliseum 
facilities to entertain the Society, and 
requested that the Nominating Committee 
bear Greensboro in mind as a possible meet- 
ing place for 1963. 

A gratifying announcement was that our 
Society’s membership now entitles it to a 
fourth delegate to the A.M.A. Dr. Amos 
Johnson was unanimously elected as dele- 
gate and Dr. George Paschal as alternate to 
serve through next December. 

Before adjourning, the Council voted to 
authorize a called meeting of the House of 
Delegates to be held in Durham on Feb- 


ruary 26 at the Jack Tar Hotel beginning 
at 10:00 a.m. This is an important meeting 
of the House and it is hoped that there will 
be full attendance. 


x 

THE WHITE HOUSE CONFERENCE 

ON AGING 

Dr. Amos Johnson’s ‘President’s Mes- 
sage” in last month’s issue gave an excellent 
account of the White House Conference on 
Aging. The Conference was important 
enough, however, for some further editorial 
comment. 

When the newspapers announced during 
the Conference that seven work-groups had 
voted in favor of the Social Security 
approach to old-age assistance, most readers 
assumed that the overwhelming majority of 
the delegates favored that method over the 
present Kerr-Mills plan. The statement was 
misleading—whether intentionally or not. 
There were 2,800 delegates, divided into 10 
groups, 20 sections, and 140 work-groups. 
Section 2 of group 1, dealing with income 
maintenance, was broken up into seven 
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workgroups with a total of 285 members. 
This section was the only one allowed to 
vote on the method of financing medical 
care for the aged. An astute observer of the 
political scene, Dr. Marjorie Shearon, in the 
January 19 issue of her Challenge to Social- 
ism, tells how cleverly long-time advocates 
of federally controlled medicine had planned 
the conference. The important section 2 
with its seven workgroups was dominated 
by hand-picked advocates of Social Security. 
Even so, the combined vote of the seven 
sections was only 96 to 77 in favor of the 
Forand type of legislation—a majority of 
only 19. 

In contrast, the section on health main- 
tenance voted 165 to 122 in favor of an 
amendment stating that “Existing federal- 
state matching programs will provide effec- 
tive, economical, dignified medical care for 
our elderly citizens who need help. The 
implementation of such programs should 
result in the high quality of medical care 
desired. Compulsory health care inevitably 
results in poor quality health care.” For 
some reason the newspapers gave scant or 
no mention to this vote—although it should 
more than counterbalance the vote of sec- 
tion 2. 

Dr. Shearon noted that the workgroup 
discussing the financing of medical care 
costs “had no representation from the 
medical profession which would have to 
furnish the medical care” .. . and the com- 
mercial insurance companies, Blue Cross- 
Blue Shield, and other interested groups 
were not adequately represented. Instead 
were seen “Representatives of organized 
labor, social workers, Federal employees 
from the H.E.W. Department, two com- 
mercial insurance officials, one representa- 
tive of Blue Cross, the President of the 
American Nurses’ Association, which is on 
record as favoring compulsory health in- 
surance, a Public Health physician, and a 
physician from a Welfare Department.” Dr. 
Shearon replied to the charge made by Pro- 
fessor Wilbur J. Cohen on January 5 that 
the White House Conference had _ been 
stacked by A.M.A. by saying, “We do agree 
that at least one section was stacked. Not 
by the American Medical Association, but 
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by the proponents of national health insur- 
ance who are seeking to put over a national 
scheme of Federal medicine for the aged, 
using the social insurance mechanism.” 

Two excerpts from the A.M.A.’s Medical 
Legislative Digest for January 24 are per- 
tinent: “The Communist Party of Illinois 
has recently distributed a brochure entitled 
‘The Forand Bill Can Be Won Now!’ This 
brochure, under the subtitle ‘The Forand 
Bill is the Minimum, indicates the future 
aims of the Illinois Communists: “The virtue 
of the Forand Bill is that it is a Federal, 
rather than a State-aid measure, and is built 
into the Social Security system. With all its 
present limitations the Forand Bill opens 
the door toward complete hospital, medical 
and surgical services for the aged, and 
ultimately for the whole population. It can 
be enacted at once by this session of Con- 
gress.’ 

“The December 1, 1960 supplement to 
‘New America’, the official publication of 
the Socialist Party, is devoted to the sup- 
port of the Forand bill and its extension to 
every one in the United States. This publi- 
cation says in part, ‘Once the Forand bill is 
passed this nation will be provided with a 
mechanism for socialized medicine, capable 
of indefinite expansion in every direction 
until it includes the entire population. And 
it is already evident that there will be mas- 
sive pressures in favor of such expansion.’ ” 

One encouraging development of the Con- 
ference was that almost every section went 
on record as opposing compulsory retire- 
ment at a fixed age. 

A final thought is that our representatives 
had just cause to feel proud of North Caro- 
lina’s record in caring for its older citizens. 
Our state is well in the vanguard in provid- 
ing adequate care for the aged. 

It remains to be seen what action Con- 
gress will take in its present session. Cer- 
tainly the deliberations of the White House 
Conference did not give a mandate for the 
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Forand type of providing medical assistance 
through Social Security. 


WESTBROOK’S GOLDEN 
ANNIVERSARY 


The two news items in this month’s “Bul- 
letin Board” about Westbrook Sanatorium 
should be of particular interest to North 
Carolina doctors. Westbrook was founded by 
two North Carolina physicians—Dr. James 
K. Hall, of Statesville, and Dr. Paul B. 
Anderson, of Wilson. Dr. Hall’s sister is 
the wife of North Carolina’s Senator Sam 
Ervin. Dr. Hall died in 1948, but a son 
bearing his name is following in his dis- 
tinguished father’s footsteps. 

Another reason why North Carolina 
doctors may feel a personal interest in West- 
brook is that Dr. Saunders is also a North 
Carolinian. He was superintendent at the 
State Hospital in Morganton until he fell a 
victim to political intrigue. He has found 
his connection with Westbrook far more 
pleasant, as well as more profitable. 

Congratulations and best wishes to West- 
brook Sanatorium and its medical staff. 


TRANSITION TROUBLE 


The late appearance of the January issue 
of the North Carolina Medical Journal calls 
for some explanation. The editorial and 
scientific material was in the hands of the 
publishers in ample time to meet the re- 
quirements for earlier publication. In the 
transition from one publisher to another, 
however, there was considerable delay in 
receiving advertising material—so that the 
actual printing of the January issue was 
not begun until well after the first of the 
month. 

Both the publisher and the editor concur 
in regretting the unfortunate start of 
Volume 2, but—barring unforeseen delays 


—hope and expect to make amends by 
having successive journals in the mail by 
the middle of each month. 


At present, with the high cost of medical care a major social problem, 


it is imperative to avoid performing unnecessary and costly tests.—Levine, 


S. A.: Worry—Where Will It Get You? The Pharos 23: 215 (Oct.) 1960. 
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President’s Message 


Let’s Win BATTLE 


Presently the people of America are more 
aware of and conversant with information 
and facts related to medical care than ever 
before. The forum of public opinion is in the 
process of communicating its decision to 
the leglislative chambers of our Congress. 
It is fitting and proper and imperative that 
the full weight of the potential influence 
of each individual physician in this country 
reflect itself in the decision of this forum of 
public opinion in order that available high 
quality medical care may remain the herit- 
age of all Americans. 

The medical profession is more concerned 
than any one group with the health of the 
aged in particular and of all people in gen- 
eral—and can prove it. There are more aged 
people alive now because of increasingly 
good medical care during the past half 
century. Yet, it is apparent the medical 
profession gets little credit for a job well 
done. Why should social science educators, 


social workers, labor leaders, or politicians 


be recognized as the people most concerned 
with the health of the aged? 

What are the motives of these people who 
have suddenly interjected themselves into 
the picture of medical care? Are they really 
concerned with the availability, quality, and 
cost of medical care? Do they really believe 
that “Uncle John” doesn’t get to the doctor 
or hospital because he can’t afford it? Or, 
are they concerned with utilizing this area 
of national sentiment as an approach to 
altering the basic philosophy of American 
Government? 

These are the people who put Norman 
Thomas and the Socialist Party out of busi- 
ness in the United States. These are those 
who since the early thirties have, piecemeal, 
sold packages and packets of socialism to 
the people of this country to its ultimate 
socialization beyond the fondest dreams of 
ex-presidential Socialist candidate Thomas. 
These people would next have medical care 
for all a service and function of the Federal 
Government in their unswerving drive to- 
wards a total welfare state. 


But all is not well with Medicine. 
Throughout the past three decades medical 
leadership in America has evidenced but 
little insight and astuteness in formulating 
policies. Medicine has participated in and, 
in fact, produced a_ scientific revolution 
within its own area which is equivalent to 
and partly productive of similar upheavals 
in the social, political, and economic aspects 
of American life. While fostering immense 
medical progress, as a profession, we have 
concurrently failed to participate in revolu- 
tionary social, political, and economic pro- 
gress which is equally important in the 
total picture of the “American Way of Life.” 
Medicine must re-evaluate its purposes and 
policies. We must supply America the pro- 
ducts of American medical progress, which 
our people rightly demand, within the 
framework of long range policy and plan- 
ning which is ultimately good for the 
American people. This should not be and 
will not be to the detriment of American 
medicine. By assuming the lead in this 
movement, Medicine can remain free; con- 
tinued resistance insures captivation. 

While proper and astute long range policy 
and planning is imperative to insure the 
survival of free organized medicine 
(A.M.A.), there is also need for astute im- 
pulsive leadership. Recently, at the White 
House Conference on Aging the American 
Medical Association was beautifully finess- 
ed. Much “face” was lost for American 
Medicine. More recently, Medicine has been 
maneuvered into participation in public 
debates, panels, and other programs on 
television, competing with experts, under 
the circumstance of an “atmosphere” of 
public opinion so hostile to medicine that 
for us to win was impossible. The timing 
was poor. So let’s say, touché, and alter our 
approach to the problem at hand. 

While the leadership and identity of the 
A.M.A. may necessarily be slow to change, 
state medical societies are more flexible and 
closer to the people they serve. A construc- 
tive effort here could generate much un- 
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derstanding and support for the medical 
profession and determine how best it can 
serve under free enterprise, rather. than 
permit the Federal Government to inter- 
pose itself to the detriment of the quality, 
cost, and availability of medical care. Action 
from the community level upward in any 
national organization usually gets best re- 
sults. 

In due process then we should next 
evaluate our position as organized physi- 
cians in the framework of today’s altered 
“American Way of Life.’ The profession of 
medicine, as indeed are other professions 
and social institutions, is the product of past 
eras. The interaction of certain prevalent 
forces—that is, communications, social, eco- 
nomic, political, ete —each upon the other 
determines the product. The progress of 
time brings into play new forces and cir- 
cumstances, yet the profession or institu- 
tion resists change and stubbornly lives on 
as in the past. “It has a life of its own, apart 
from the life of society—and things that had 


once been recognized as the product of their 
time and place are spoken of as if by some 
decree they had been given eternal valid- 
itv.”* Is Medicine guilty, as charged, of an 
unawareness of certain recently recognized 
social phenomena which should alter, to 
some degree, the structure of the present 
“ground rules’ for the provision of and 
payment for medical care? Would we best, 
as an organized profession, have a_soul- 
searching evaluation of Medicine’s position 
in present day society, and act accordingly? 
These are questions relating to problems of 
utmost importance to us as physicians. The 
summation of our individual informed opin- 
ions must answer these queries. Medicine 
must take the initiative and supply the 
leadership. Time is of the essence. 

Once we are evaluated in our proper per- 
spective and proper ideology is established, 
the battle to remain a free profession must 
be won from the community level upward. 
Just as government derives its authority to 


*August Heckscher: Medicine and Society. 
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rule by consent of the people, either ex- 
pressed positively or by default, so ultimate- 
ly will state medicine stand or fall by the 
will of the people, expressed either positive- 
ly or by default. Although we know that 
the propaganda calculated to perpetrate 
this monstrosity upon the American people 
is fostered by socialists in high places and 
is disseminated and supported by “party- 
line politicians” from the top down, we can 
not win this battle using similar strategy. 
Labor, social scientists, social workers, and 
politicians welcome and encourage top level 
debates and panels with Medicine, and in 
the present atmosphere of public opinion we 
lose every time. We must complete the cycle 
by impressing on every individual Ameri- 
can, who is each ultimately the patient of 
some physician, the truth and importance 
of the principles at stake. This opinion then 
must arrive, as a positive statement, either 
individually or collectively expressed, to our 
legislators in Washington. 

This essential accomplishment we, as 
physicians, can not buy. In this endeavor 
we will either succeed or fail by the degree 
to which we are willing to give of ourselves. 
Is the prospect of Medicine’s survival as a 
free enterprise profession within the moti- 
vation of that which is good for the Ameri- 
can people worth a few minutes of your 
time an deffort each day? 

Our obvious need for better understand- 
ing is for every practicing physician to de- 
vote some portion of his time to act as a 
spokesman for what is best in Medicine. By 
wise participation in community or state 
activities you can demonstrate by deeds and 
words what modern Medicine under free 
enterprise can accomplish for all. In other 
words, if each doctor will contribute his own 
good character and talents to help create a 
better understanding of American Medicine, 
what changes could be wrought in the prob- 
lem facing this same American Medicine. 
THIS INVOLVES YOU. 

Amos N. Jounson, M.D. 
PRESIDENT 
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Correspondence 


NorTH CAROLINA BIENNIAL REGISTRATION ACT 
To the Editor: 

In July of 1960 you published a letter I 
wrote voicing my dissatisfaction with cer- 
tain aspects of the North Carolina Biennual 
Registration Act. 

Recently I have surveyed several south- 
ern states to ascertain their standing on a 
medical registration fee. Pehaps, the mem- 
bers of the State Society will be interested 
in this information. All of the states sur- 
veyed had registration in effect except one, 
South Carolina, and it expects biennual 
registration to begin in the year of 1961. 
The State of Maryland’s registration fee 
is one dollar per year, but no charge for 
registration if not in practice; Tennessee’s 
annual registration fee is five dollars; 
Alabama originally charged ten dollars but 
has recently reduced their registration fee 
to five dollars; Florida has an annual 
registration fee of one dollar; and Georgia 
charges a fee of three dollars annually. 

To my knowledge the only general infor- 
mation given to the members of the North 
Carolina Medical Society relative to the 
basis for the Biennual Registration Act 
appeared in the guest editorial in the Nortu 
CaROLINA MepICAL JOURNAL, December 1957. 
It said: “If the Board of Medical Examiners 
had not had definite plans for such an 
enactment, the Commission for Reorganiza- 
tion of the State Government would have 
forced us to come under such a regulation. 
A bill was enacted in the 1957 Legislature 
requiring the secretary of all boards to re- 
port to the Secretary of State the name and 
address of each licentiate of the respective 
board. This could not have been done with- 
out registration.” It was further stated in 
the editorial that a registration act was the 
only way that the Board of Medical Examin- 
ers could give the Secretary of State such 
information and thus necessitating this law. 
Still, however, we were not given the 
reasonableness for such a law. 

The questioning of a five dollar registra- 
tion fee is not of niggardliness but rather to 
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determine proper economy. It would appear 
to me that the fees ($25,000.00 plus) collect- 
ed are more than are necessary for this 
function. In a statement in the August 1960 
NortH CarouinA MepicaL JourRNAL it is 
stated: “Registration is not put into effect 
as a revenue measure—.” If this be true, 
then it would appear that two periods of 
registration would be ample to allow the 
Board of Medical Examiners to re-assess 
the situation and thereby determine wheth- 
er the fee is proper as it stands in adequate 
time to report it to the Medical Society this 
year. 

I think it is the responsibility of every 
member of the State Society to voice his 
opinion upon the pertinent matters that 
arise within it, I hope other members will 
do so. 

J. R. GAMBLE, Jr., M.D. 
LINCOLNTON 


MEDICAL CARE FOR THE AGED 
To the Editor: 

I listened to the telecast on CBS Thursday 
night (Feb. 2) on care for the aged. I 
wonder if you saw it. It certainly put the 
medical profession and the Blue Cross Com- 
mission in a sad light. 

I was astounded that such a slanted, 
biased program would be presented under 
the heading of public information. I am 
disturbed, too, about the lack of understand- 
ing of the real problems among many of our 
doctors. 

I think that medicine is facing the gravest 
crisis in its whole history. In my mind, 
there is a question as to whether even our 
voluntary health insurance agencies will 
survive the next few years of the Kennedy 
administration. 

We all know, of course, that Mr. Reuther 
has no sentimental ideas about the aged. 
His program calls for ultimate and _ total 
state medicine under the Social Security 
Administration. 

If you think any of this could be used in 
the Medical Journal, you are welcome to 
use it. I think it is high time the other side 
was being presented. 

V. K. Hart, M. D. 
CHARLOTTE 
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Bulletin Board 


Preliminary Program of the 

ONE HUNDRED SEVENTH 
ANNUAL SESSION 

The Medical Society of the 
State of North Carolina 
May 6, 7, 8, 9, 10, 1961 
ASHEVILLE, NORTH CAROLINA 
Headquarters 
Battery Park and George Vanderbilt Hotels 


SATURDAY, MAY 6, 1961 

11:00 A.M.—Executive Council Meeting 
(Business of this Session may be 
continued Sunday morning at 10 
o'clock) 
(Battery Park—Grove Room) 


SUNDAY, MAY 7, 1961 

10:00 A.M.—General Registration opens, Booth 
(Lower Hall—Asheville City Audi- 
torium) 
(Society members, Delegates, Offici- 
als, Guests, Technical and Scientific 
Exhibitors will register in this Area) 
(Auxiliary Members to register at 
The Manor) 

1:00 P.M.—Scientific and Technical Exhibits 
open 

2:00 P.M.—First Meeting of the Annual Meeting 
THE HOUSE OF DELEGATES of 
the Medical Society—Donald B. 
Koonce, M.D., presiding 
(Agenda will be available) 
(Assembly Hall—Asheville City 
Auditorium) 
Invocation: (local minister to be an- 
nounced) 

6:00 P.M.—House of Delegates recesses to Mon- 
day, May 8, 2:00 P.M. 

8:00 P.M.—Memorial Service 
Charles H. Pugh, M.D., Chairman, 
presiding 
Choral Presentation: (to be anounc- 
ed) 
Address: (to be announced) 
(Battery Park—Gold Room) 


MONDAY, MAY 8, 1961 

8:45 A.M.—Scientifice and Technical Exhibits 
Open 
(Asheville City Auditorium—Exhibit 
Hall) 

9:00 A.M.—General Registration opens, Booth 
(Lower Hall—Asheville City Audi- 
torium) 

(Society Members, Delegates, Of- 
ficials, Guests, Technical and Scien- 
tific Exhibitors will register in this 
area.) 

(Auxiliary Members to register at 


The Manor) 
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9:00 A.M.—NORTH CAROLINA BOARD OF 
MEDICAL EXAMINERS 
(Meet for Business and Hearings) 
(Battery Park—Grove Room) 
FIRST GENERAL SESSION 
Monday, May 8, 1961 
Asheville City Auditorium—Assembly Hall) 
9:00 A.M.—Convene Session 
Amos N. Johnson, M.D., President 
9:10 AAMM.—PYELONEPHRITIS 
William H. Boyce, M.D., Professor of 
Urology, Bowman Gray School of 
Medicine, Winston-Salem 
9:30 A.M.—HOSPITAL AND SURGICAL IN- 
FECTION 
Howard W. Steel, M.D., Department 
of Orthopaedic Surgery, Temple 
University Hospital, Philadelphia, 
Pa. 
10:00 A.M.—The Annual Address of the President 
Amos. N. Johnson, M.D., President 
The Medical Society of the State of 
North Carolina, Garland 
10:30 A.M.—Break 
11:00 A.MM.—TRAUMA AND THE CONTAMIN- 
ATED WOUND 
Chalmers R. Carr, M.D., Charlotte 
11:20 A.M.—VIRUSES AND UPPER RESPIRA- 
TORY INFECTIONS 
Floyd W. Denny, M.D., Professor of 
Pediatrics University of North Caro- 
lina, School of Medicine Chapel Hill 
11::0 AAM.—CURRENT CHEMOTHERAPY — 
Panel Discussion 
William W. Shingleton, M.D., Mod- 
erator 
Professor of Surgery, Duke Uni- 
versity Medical Center, Durham 
PANEL: Wm. H. Boyce, M. D. 
Howard W. Steel, M.D. 
Chalmers R. Carr, M.D. 
Floyd W. Denny, M.D. 
1:00 P.M.—Announcements 
ADJOURNMENT 


ALUMNI LUNCHEONS 

Monday, May 8, 1961, 1:00 P.M. 
Duke University Medical School 
Alumni Luncheon 
Talmadge L. Peele, M.D., Secretary, 
Durham 
(George Vanderbilt—West Ballroom) 
The Medical Alumni Association of 
the University of North Carolina 
Luncheon 
(Battery Park—Gold Room) 


2:00 P.M_—HOUSE OF DELEGATES of the 
Medical Society reconvenes 
(George Vanderbilt--East Ballroom) 


J 
: 
d 
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AUDIO- 


to 


P.M.—POSTGRADUATE AND 
VISUAL PROGRAM 
(Asheville City Auditorium — As- 
sembly Hall) 

(to be listed in Official Program) 

30 P.M.—Scientific Section Meetings: 

Section on Surgery 

(Battery Park—Gold Room) 
Section on Obstetrics and Gynecology 
(Battery Park — Rhododendron 
Room) 

Section on Radiology 
(George Vanderbilt—West Ball- 


bo 


room) 
Section on Pathology 
(George Vanderbilt — Vanderbilt 
Room) 
5:20 P.M.—Scientific and Technical Exhibits 
close. 


(Exhibits under supervision of of- 
ficial watchmen) 

5:45 P.M.—Social Hour and Entertainment for 
Technical and Scientific Exhibitors 
by Medical Society 
(Country Club of Asheville) 

Music: (to be announced) 
Introduction by: President Amos N. 
Johnson, M.D. 

6:00 P.M.—House of Delegates adjourns Annual 
Meeting 

6:00 P.M.—Social Hour—Medical College of Vir- 
ginia 
(Battery Park—Pisgah Room) 

6:00 P.M.—Social Hour—University of Mary- 
land Medical Alumni Association 
(George Vanderbilt—Tropical Room) 

6:00 P.M.—MSSNC_ Student Scientific Section 
Program 

6:30 P.M.—MSSNC_ Student Scientific Section 
Dinner honoring Third Annual Meet- 
ing MSSNC Section on Student AMA 
Chapters 
George Vanderbilt West Ballroom 

6:30 P.M.—Dinner—Medical College of Virginia 
(Battery Park—Pisgah Room) 

6:30 P.M.—Dinner — University of Maryland 
Medical Alumni Association 
(George Vanderbilt—Tropical Room) 


PROGRAM 
Tuesday, May 9, 1961 


8:30 A.M.—Scientifie and Technical Exhibtis 
open 
(Asheville City Auditorium—Exhibit 
Hall) 


9:00 A.M.—Registration opens, Booth 

(Lower Hall—Asheville City Audi- 

torium) 

SECOND GENERAL SESSION 
Tuesday, May 9, 1961 

(Asheville City Auditorium—Assembly Hall) 
9:10 A.M.—CLINICO- PATHOLOGICAL  CON- 
FERENCE 
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Clinical Presentation— 
Eugene A. Stead, M.D., Professor 
and Chairman, Department of 
Medicine, Duke University Medical 
Center, Durham 
Pathological Presentation— 
Kenneth A. Brinkhous, M.D., Pro- 
fessor and Chairman, Department 
of Pathology, University of North 
Carolina School of Medicine, 
Chapel Hill 
10:00 A.M.—Address 
Julian P. Price, M.D., Chairman, 
Board of Trustees, American Medical 
Association, 
Florence, S. C. 
10:30 A.M.—Break 
11:00 A.LM.—THE DIFFERENTIAL DIAGNOSIS 
OF CHEST OR ABDOMINAL PAIN 
Panel Discussion 
Alfred T. Hamilton, M.D., Raleigh, 
Moderator 
PANEL 
Thomas C. Worth, M.D., Raleigh 
Robert M. McMillan, M.D., South- 
ern Pines 
Louis deS. Shaffner, M.D., Wins- 
ton-Salem 
1:00 P.M.—Announcements 
Adjournment 


ALUMNI LUNCHEONS 
Tuesday, May 9, 1961, 1:00 P.M. 

Wake Forest Alumni Association of 

Bowman Gray School of Medicine 

(Battery Park—Gold Room) 

Medical Advisory Board, North Caro- 

lina State Commission for the Blind 

(George Vanderbilt—Tropical Room) 
2:30 P.M.—POSTGRATDUATE AND AUDIO- 

VISUAL PROGRAM 

(Asheville City Auditorium — As- 

sembly Hall) 

(to be announced) 


SECOND MEETING OF THE HOUSE 
OF DELEGATES 
Tuesday, May 9, 1961, 2:30 P.M. 
(George Vanderbilt—East Ballroom) 
(Agenda will be available) 


2:30 P.M.—Scientifiec Section Meetings: 
Section on General Practice of Med- 
icine 
(Battery Park—Gold Room) 
Section on Ophthalmology and Oto- 
laryngology 
(George Vanderbilt — Vanderbilt 
Room) 
Section on Pediatrics 
(Battery Park—Pisgah Room) 
Section on Public Health & Educa- 
tion 
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Park — Rhododendron 


(Battery 
Room) 
Section on Anesthesiology 
(Battery Park—Grove Room) 
Section on Orthopaedics & Traum- 
atology 
(George Vanderbilt — West Ball- 
room) 
5:00 P.M.—Exhibits close. 
5:30 P.M.—Social Hour 
Jefferson Medical Alumni 
Association 
(Battery 
Room) 


Park — Grove 


PRESIDENT’S DINNER 
Tuesday, May 9, 1961 

(Asheville City Auditorium—Assembly Hall) 

7:00 P.M.—Banquet (Admission by ticket only) 
Toastmaster: Hubert McN. Poteat, 
M.D. 

Invocation: (minister to be announc- 
ed) 

7:30 P.M.—Presentation of Guests 

:40 P.M.—Presentation of President’s Jewel: 

(to be announced) 

7:50 P.M.—Installation of President-Elect, 
Claude B. Squires, M.D., Charlotte 
Administration of Authorized Oath 
of Office 
An Address in Acceptance: 

Claude B. Squires, M.D., President 
An Address: 
E. Vincent Askey, M.D., President 
American Medical Association 
Los Angeles, California 

8:40 P.M.—Adjourn Banquet Session 

9:00 P.M.—Entertainment: (Floor Show to be 
announced) 

10:00 P.M.-2:00 A.M.—PRESIDENT’S BALL 

(Asheville City Audtitorium 
—Assembly Hall) 

(Russ Carlyle and his Or- 
chestra) 


« 


THIRD GENERAL SESSION 

Wednesday, May 10, 1961 

(Asheville City Auditorium—Assembly Hall) 

9:30 A.M.—Convening Session 
Theodore S. Raiford, M.D., First Vice- 
President, presiding 

9:30 A.M.—Conjoint Session of the North Caro- 
lina State Board of Health, Charles 
R. Bugg, M.D., President, Raleigh, 
North Carolina 
State Board of Health, will preside 
over this meeting of the Medical 
Society of the State of North Caro- 
lina and the State Board of Health. 
Charles R. Bugg, M. D., President 
J. W. Roy Norton, M.D., State Health 
Director 
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10:00 A.M.—Committee on Scientific Awards, 
Report of: 
Lester A. Crowell, Jr., M.D., Chair- 
man, Lincolnton 
Recognition and _ presentation of 
Moore County, Wake County and 
Gaston County Awardees: 
Associates, Committee on Scientific 
Awards: 
John K. Williford, M.D., Lillington 
Thomas A. Henson, M.D., Greens- 
boro 
Ralph W. Coonrad, M.D., Durham 
James B. Lounsbury, M.D., Wil- 


mington 

Wm. J. McKinnon, M.D., Wades- 
boro 

Felda Hightower, M.D., Winston- 
Salem 


Joseph M. Hitch, M.D., Raleigh 
Vernon W. Taylor, Jr., M.D., Elkin 
Mr. Emory Hunt, Consultant, 
Chapel Hill 
10:15 A.M.—Recognition of Fifty Year Club and 
presentation of Fifty Year Club Cer- 
tificates and Pins 
10:30 A.M.—An Address: Floyd L. Wergeland, 
Brigadier General, MC, 
Executive Director 
Office For Dependents’ 
Medical Care, Office of 
the Surgeon General, 
Washington, D. C. 
11:00 A.M.—An Address: Honorable Dale Alford, 
Congressman from 
Arkansas 
Washington, D. C. 
11:35 A.M.—Presentation: Eugene A. Hargrove, 
M.D., Superintendent 
State Hospitals of 
North Carolina, Ral- 
eigh 
11:50 A.M.—Mr. William Waddell, President 
National SAMA 
Duke University Medical Center, 
Durham 
12:00 Noon—Installation of Officers elected by 
1961 House of Delegates 
12:05 P.M.—Remarks by President: Claude B. 
Squires, M.D. 
12:20 P.M.—Exhibits close 
12:30 P.M.—Presentation of Prizes 
ADJOURN SINE DIE 


THIRTY-EIGHTH ANNUAL MEETING 
OF THE 
AUXILIARY TO THE MEDICAL 
SOCIETY OF THE STATE OF 
NORTH CAROLINA 
Tentative Convention Program 
Sunday, May 7, 1961 
8:00 P.M. Memorial Services for departed mem- 
bers of the Medical Society and 


i 


9:00 A.M. - 
9:00 A.M. 
9:15 A.M. 
10:00 A.M. 
11:00 A.M. 


1:00 P.M. 


1:00 P.M. 


9:00 A.M. - 
9:00 A.M. 


10:30 A.M. 
10:45 A.M. 


7:00 P.M. 


9:00 A.M. - 


10:00 A.M. 


15 P.M. 
P.M. 
P.M. 
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Auxiliary 
(Gold Room—Battery Park Hotel) 


Monday, May 8, 1961 
1:00 P.M. Registration 
(The Manor) 
Golf Tournament 
(Asheville Country Club) 
Finance Committee Meeting 
(President’s Suite—The Manor) 
Executive Committee Meeting 
(Beau Nash Room—The Manor) 
Board of Directors’ Meeting 
(Beau Nash Room—The Manor) 
President-elect Luncheon 
(Biltmore Forest Country Club) 
Mrs. George T. Noel, presiding for 
out-going and incoming State Of- 
ficers, State Committee Chairmen, 
Councilors, Past Presidents, County 
Presidents and Presidents-elect 
General Luncheon for Members and 
Guests 
(Asheville Country Club) 
Bridge 
(Asheville Country Club) 
Wild Flower Tour up Pisgah 
Conducted by Mrs. Stanley Atkins 
Past Presidents’ Tea 
(105 Cherokee Road) 


Tuesday, May 9, 1961 
1:00 P.M. Registration 
(The Manor) 
House of Delegates’ Meeting 
(Great Hall—The Manor) 
Intermission for Cokes 
Annual Meeting 
(Great Hall—The Manor) 
Special Guests: 
Mrs. W. W. Hubbard, Regional 
Vice-President, Woman’s Auxiliary 
to the American Medical Associa- 
tion 
Mrs. Henry E. Steadman, Treasur- 
er, Auxiliary to the Southern Med- 
ical Association 
Soloist: Mrs. John W. Ledbetter 
Installation of Officers 
Adjournment 
Luncheon and Fashion Show 
(Colonial Room—The Manor) 
Fashions by: John Carrol 
Specialty Shop 
Medical Society President’s Dinner, 
Entertainment, and Ball 
(City Auditorium) 
Wednesday, May 10, 1961 
12:00 Noon’ Registration 
(The Manor) 
Tour of the Biltmore Industries and 
Special Display of Rare Editions at 
Biltmore House 
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COMING MEETINGS 

Greensboro Academy of Medicine Symposium 
—Greensboro, March 30. 

Southeastern Psychiatric Association, Annual 
Meeting—Pine Needles Lodge, Southern Pines, 
April 3-5. 

North Carolina Baptist Hospital and Bowman 
Gray School of Medicine, House Staff Alumni 
Day and Annual Meeting—Winston-Salem, April 
‘. 

New Hanover County Medical Society Sym- 
posium—Cape Fear Country Club, Wilmington, 
April 14. 

University of North Carolina Medical Alumni 
Day—Chapel Hill, April 14. 

Medical Society of the State of North Carolina, 
One Hundred Seventh Annual Session—Battery 
Park and George Vanderbilt Hotels, Asheville, 
May 6-10. 

North Carolina Heart Association, Annual Sci- 
entific Session—Robert E. Lee Hotel, Winston- 
Salem, May 24. 

Mountain Top Medical Assembly—Waynesville, 
June 22-24. 

The Seaboard Medical Association of Virginia 
and North Carolina, Annual Meeting—The Caro- 
linian Hotel, Nags Head, June 16-18. 

Westbrook Sanatorium, Fiftieth Anniversary 
Celebration—Richmond, Virginia, April 15. 

South Carolina Medical Association, One Hun- 
dred Thirteenth Annual Session—Francis Marion 
Hotel, Charleston, April 25-27. 

West Virginia Academy of Ophthalmology and 
Otolarynology—Greenbrier Hotel, White Sulphur 
Springs, West Virginia, April 6-8. 

Virginia Academy of General Practice, Annual 
Scientific Assembly—Sheraton Park Hotel, Wash- 
ington, D. C., May 11-14. 

American Medical Association, Annual Meeting 
—New York, New York, June 26-30. 


NEW MEMBERS OF THE STATE SOCIETY 

The following physicians joined the Medical 
Society of the State of North Carolina during 
the month of January: 

Dr. Richard Bowden Smith, 720 Grove St., 
Salisbury; Dr. Darrel Watson Murray, Box 477, 
Franklin; Dr. William Wayne Sutton, 305 Hamlet 
Avenue, Carolina Beach; Dr. Harold Alfred 
Bauer, The Wilmington Clinic, Wilmington; Dr. 
Bennie Brooks Ward, 124 Vance St., Wilmington; 
Dr. John Lawrence Bond, Jr., Doctors Building; 
Dr. Davey Bingham Stallings, Clinard Rd., Rt. 1, 
Clemmons; Dr. James Archibald McCallum, 75 
Lee Drive, Wilmington; Dr. James Reginald 
Cochran, Medical Arts Bldg., Laurinburg. 
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New HANOVER COUNTRY 
MEDICAL SYMPOSIUM 


The New Hanover County Medical Society 
Symposium will be presented at the Cape Fear 
Country Club in Wilmington, on Friday, April 
14. The following program has been announced. 


Morning Session 

9:30 A.M. “Occlusive Disease of the Lower Ex- 
tremities” 
Dr. H. William Scott, Professor of 
Surgery, Vanderbilt University 

10:30 A.M. Subject to be announced 
Dr. Hugh M. Hill, Department of 
Obstetrics and Gynecology, University 
of Florida 

11:00 A.M. Coffee 

11:15 A.M. Subject to be announced 
Dr. Charles S. Petty, Assistant Med- 
ical Examiner, State of Maryland, 
Baltimore 

12:00 Noon Luncheon 

Afternoon Session 

1:30 P.M. Panel 
“Recent Advances in the Physiology 
and Management of Peptic Ulcer 
Disease” 
Dr. Horace Moore, Wilmington, mod- 
erator; Dr. Scott; Dr. John Sessions, 
Department of Gastroenterology, 
University of North Carolina 

3:00 P.M. Coffee 

3:15 P.M. Panel 
“Jaundice in the Newborn” 
Dr. J. Buren Sidbury, Wilmington, 
moderator; Dr. Julian Schorr, Depart- 
ment of Pediatrics, Albert Einstein 
College of Medicine; Dr. Ralph Moore, 
Wilmington 


News NOTES FROM THE UNIVERSITY OF 
NortH CAROLINA SCHOOL OF MEDICINE 
Dr. Robert Bruce Nye, a former University 
North Carolina student, has been promoted from 
assistant dean to associate dean of the Jefferson 
Medical College of Philadelphia. Dr. Nye, a native 
of Winterville (Pitt County) attended the Uni- 
versity from 1921 to 1923 and graduated from the 
two-year School of Medicine in 1925. 

Dr. Nye, a cardiologist has been connected with 
Jefferson since his graduation in 1927 except for 
the year of 1938, which was spent in graduate 
work in cardiology at St. Bartholomew’s Hospital, 
and during World War II when he served in the 
Army Medical Corps. 

* * * 

The National Society for Crippled Children 
and Adults has awarded a $11,212.50 research 
grant to two professors in the University of 
North Carolina School of Medicine, according to 
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announcement by Dr. Edgar T. Thompson of 
Duke University, president of the North Carolina 
Society for Crippled Children and Adults. 

The money will be used for research study by 
Dr. R. Beverly Raney, professor of surgery, and 
Dr. George K. Summer, assistant professor of 
pediatrics. It is the fifth of a series of grants, 
totaling $67,000, to the two men. 

A fund in memory of the late Dr. John A. 
Lowder, who died in North Carolina Memorial 
Hospital on October 18, has been established at 
the University of North Carolina School of 
Medicine. 

The fund, which is known as the John A. 
Lowder Memorial Fund, has been established by 
his classmates, friends and family. The income 
from it is to be used for an annual award or 
scholarship to a student at the UNC School of 
Medicine. 

Those desiring to contribute may forward 
checks marked for the fund to the Medical 
Foundation of North Carolina, U.N.C. School of 
Medicine, Chapel Hill. 

Dr. Robert A. Ross, Head of the Department of 
Obstetrics and Gynecology, was the guest speaker 
at the one hundredth anniversary meeting of 
the Obstetrical Society of Boston (Mass.) on 
Thursday, January 5. 

The section of Physical Therapy of the School 
of Medicine has announced plans for an Open 
House to be held on Saturday, March 18, at 
Chapel Hill. The purpose of this program will be 
to acquaint interested students, parents, and 
educational counselors with the profession of 
physical therapy. 

An international award winning film, “The 
Return,” will be shown. This film depicts the 
story of a young patient with a spinal cord injury 
and the physical therapy involved in his rehabili- 
tation. 

There will be a discussion of the high school 
and college academic preparation for physical 
therapy and a tour of the North Carolina 
Memorial Hospital Department of Physical 
Therapy. 

All interested high school and college students 
and guidance counselors are invited to make 
plans to attend. 

* * * 

Dr. Joan VY. Williams, instructor in psychology 
in the Department of Psychiatry, has been pro- 
moted to assistant professor. 

* * * 

Three members of the Orthopedic Division of 
the School of Medicine attended the annual 
meeting of the American Academy of Orthopedic 
Surgeons at Miami Beach January 8 to 13. Dr. 
Richard B. Raney. professor of Orthopedic 
Surgery was elected vice president of the 
Academy for 1961. 
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Dr. H. Robert Brasher, associate professor of 
orthopedic surgery, was nominated as an 
Academy candidate for the American Board of 
Orthopedic Surgery. 

Dr. Wayne H. Akeson, assistant professor of 
orthopedic surgery, spoke on “An Experimental 
Study of Joint Stiffness” at the seventh annual 
meeting of the Orthopedic Research Society 
which was held in connection with the Academy 
meeting. 

Six-week postgraduate courses in medicine, 
sponsored by the University of North Carolina 
School of Medicine, are being held in Hickory- 
Statesville and in Lumberton. The first course 
began at Hickory on Tuesday, February 28 and 
will be held at Statesville on alternate Tuesdays. 
The second course began at Lumberton on Wed- 
nesday, March 1. 

The Hickory-Statesville course is co-sponsored 
by the Catawha-Iredell-Alexander Medical So- 
ciety. The course in Elkin is co-sponsored by the 
Robeson County Medical Society. 

Both courses are acceptable for credit by the 
American Academy of General Practice for the 
number of hours attended by the individual 
physicians. 


News FROM THE DUKE UNIVERSITY 
MepicaL CENTER 


Dr. Henry D. McIntosh, associate professor of 
medicine at the Duke University Medical Center, 
has been elected vice chairman of the Southern 
Section of the American Federation for Clinical 
Research. Elections were held during the Sec- 
tion’s annual meeting in New Orleans. Dr. 
McIntosh will serve for one year. 

Dr. MelIntosh, a Duke faculty member since 
1955, served during 1959-60 as president of the 
North Carolina Heart Association. He is the 
author of a number of scientific papers dealing 
with the circulatory system. 

* * * 

Dr. Roger D. Baker, professor of pathology at 
the Duke University Center and chief of the 
laboratory service at the Veterans Administra- 
tion Hospital here, has been named head of the 
American Board of Pathology. 

Dr. Baker will serve during 1961 as president 
of the trustees of the Board, which certifies 
specialists in pathology, the branch of medical 
science dealing with the origin and nature of 
diseases. 

ok * 

Dr. Walter R. Guild, associate professor of 
biophysics at Duke University Medical Center is 
conducting a research project to uncover new 
knowledge about heredity through genetic stu- 
dies at the molecular level. 

Funds scheduled to total $104,287 during the 
next three years have been alloted, to support 
this work, by the National Institutes of Health. 
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A Duke University medical scientist, Dr. James 
B. Wyngaarden (CQ), is co-editor with two other 
doctors of a major new book on inherited body 
chemistry diseases. 

Published by McGraw-Hill Book Co., the 1,477 
page work is entitled “The Metabolic Basis of 
Inherited Disease.” It is designed to provide 
students, researchers and certain specialists with 
clinical, biochemical and genetic information 
concerning inherited metabolic (body chemistry), 
diseases. 

Contributors to the book include Dr. Charles 
H. Burnett, chairman of the Department of 
Medicine, University of North Carolina School of 
Medicine; Dr. T. Franklin Williams, assistant 
professor of medicine at U.N.C., and Drs. T. 
David Elder and R. Rodney Howell, both re- 
search fellows at Duke. 

* x 

A new program aimed at learning more about 
cerebral palsy is being initiated by the Duke 
University Medical Center and the North Caro- 
lina Cerebral Palsy Hospital in Durham. 

The joint research effort will be supported by 
grants from the National Institutes of Health, 
principal research arm of the U. S. Public Health 
Service. Funds totaling $108,400 have been alloted 
for the first five years of operation. 

Dr. Blaine S. Nashold Jr., associate professor 
of neurosurgery, and Dr. Lenox D. Baker, pro- 
fessor of orthopedic surgery, both of the Duke 
Medical Center faculty, will head the program. 
Dr. Baker is medical director of the North Caro- 
lina Cerebral Palsy Hospital and was instrument- 
al in its establishment in 1949. 

An extensive new program of development has 
been initiated in the Duke University Medical 
Center’s Pathology Department, Dr. Barnes 
Woodhall, dean of the School of Medicine, an- 
nounced recently. 

This year, approximately $500,000 will be spent 
on renovation and alteration of existing facilities, 
purchase of new research equipment, and sup- 
port of scientific investigations by faculty 
members. The bulk of this amount will be pro- 
vided by grants from the National Institutes of 
Health, which is the research arm of the U. S. 
Public Health Service. 

The pathology faculty is being increased and 
by next summer will include 12 members with 
the rank of assistant professor or higher. 

* 

Dr, E. C. Hamblen, professor of endocrinology 
in the Duke University Medical Center’s obste- 
trics-gynecology department, left recently for a 
six-week research and lecture tour in Central 
and South America. 

The major purpose of this trip is to collect and 
correlate data from research studies dealing with 
endocrine glands. 


? 
ie 
> 
a 
a 


March, 1961 


News NOTES FROM THE BOWMAN GRAY 
ScHooL OF MEDICINE OF WAKE FOREST 
COLLEGE 


Dr. William H. Boyce, professor and chairman 
of the medical school’s section on urology, par- 
ticipated in a Medical College of South Carolina 
postgraduate seminar, February 23, at Charles- 
ton, South Carolina. He spoke on “Urinary 
Factors in Stone Formation,” and led round table 
discussions on the same topic. 

* * 

Dr. Harold D. Green, Gordon Gray Professor 
of Physiology, has been named to the scientific 
council of the Institute for Advancement of 
Medical Communication, an organization devoted 
to the development and exploration of new 
methods and media for transmitting informa- 
tion within bio-medical professions. 

* * * 

Mrs. Ethel M. Nash, an assistant in preventive 
medicine (marriage counselor), delivered a series 
of three lectures on “What a Marriage Counselor 
Can Do” at Bennett Junior College, Millbrook, 
New York, February 6 through 10. She also gave 
a series of lectures on ‘Courtship and Engage- 
ment as Marital Adjustment Predictors” at the 
University of Cincinnati, February 16 through 19. 


Dr. Frank R. Lock, professor of obstetrics and 
gynecology, was honored February 16 at a ban- 
quet given by former obstetrics-gynecology resi- 


dents at the N. C. Baptist Hospital and the 
Bowman Gray School of Medicine. More than 
150 persons attended the event, which was held 
in conjunction with a meeting in Atlanta of the 
South Atlanta Association of Obstetricians and 
Gynecologists. 

On February 7, Dr. Lock spoke on “Rubella in 
Pregnancy” at a meeting of the Buffalo (N. Y.) 
Obstetrics and Gynecological Society. On Feb- 
ruary 20, he spoke on his rubella studies to the 
faculty and house staff of the University of 
Maryland School of Medicine at Baltimore. 

Dr. Martin G. Netsky, professor of neurology 
and neuropathology, has been named an assistant 
examiner for the American Board of Psychiatry 
and Neurology. 

Dr. Isadore Meschan, professor of radiology, 
served as instructor during the week of February 
27 to March 3 in the radiology section of the 
Armed Forces Institute of Pathology. 

Dr. Frank H. Hulcher, assistant professor of 
biochemistry, was awarded a $21,333 grant from 
the National Multiple Sclerosis Society. The 
funds will support a one-year project entitled 
“Chemical and Metabolic Studies on Myelin.” 

Postgraduate Course 

The Annual postgraduate course in obstetrics 
and pediatrics will be held March 21-23 under 
the joint auspices of the North Carolina State 
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Board of Health and the Bowman Gray School 
of Medicine. The program is designed primarily 
for physicians in the general practice of medicine 
who assist in the state maternal and child wel- 
fare programs. 

Registration is limited to 65, and those in- 
terested in attending the sessions should apply 
in advance. 

* * 


Coming Academic Events 

March 27, 1961, 7:30 p.m., clinical amphitheater: 
Bowman Gray Medical Society program with Dr. 
Arnold Welch, professor of pharmacology at the 
Yale University School of Medicine at New 
Haven, Connecticut. 

April 10, 1961, 7:30 p.m., clinical amphitheater: 
Student American Medical Association program 
with Dr. Charles H. Rammelkamp, director of 
medicine, Cleveland Metropolitan Hospital, 
Cleveland, Ohio, speaking on “The Microbiolo- 
gist’s View of Rheumatic Fever and Rheumatic 
Heart Disease.” 

April 17, 1961, 7:30 p.m., clinical amphitheater: 
Medical Education in National Defense program 
with Maj. Milton Rubini, MC, Division of Med- 
icine, Walter Reed Army Medical Center, Wash- 
ington, D. C., speaking on “Tropical Sprue and 
Nutritional Megaloblastic Anemias.” 


EDGECOMBE-NASH MEDICAL SOCIETY 


The regular meeting of The Edgecombe-Nash 
County Medical Society was held in Rocky Mount 
on February 8. 

Dr. J. S. Brock, program chairman, introduced 
Dr. George Baylin, professor of radiology at 
Duke, to talk on “The Radiological Aspects of 
Certain Chest Signs and Symptoms.” 


County MEDICAL SOCIETY 


The February meeting of the Robeson County 
Medical Society was sponsored by the Robeson 
County Unit of the American Cancer Society. Dr. 
Walter Benson, assistant professor of pathology, 
University of North Carolina Medical School, 
spoke on “Carcinoma of The Lung.” 

The executive committee of the Robeson Coun- 
ty Unit were guests of the society for this meet- 
ing. 


ForsytH County MeEpiIcaL Sociery 


Dr. E. Harvey Estes, Jr., associate professor of 
medicine, Duke University School of Medicine, 
was speaker at the regular dinner meeting of 
the Forsyth County Medical Society held in 
Winston-Salem on February 14. His subject was 
“Free Fatty acids in Blood: Clinical and Ex- 
perimental Significance.” 
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News NOTES 
Drs. Henry W. Johnson, Robert L. Vann, D. 
Russell Perry, and Kenan B. Williams of Wins- 
ton-Salem have announced their association for 
the practice of pediatrics under the name of 
Pediatrics Associates. Offices are located at 
Doctors Center on Miller Street in Winston- 


Salem. 


AMERICAN HEART ASSOCIATION 


The 1961 Annual Meeting and Scientific Ses- 
sions of the American Heart Association will be 
held in Bal Harbour, Miami Beach, Florida, 
October 20-24. The thirty-fourth annual Scientific 
Sessions are scheduled from Friday, October 20, 
through Sunday, October 22, in the Americana 
Hotel. 

May 15 has been set as the deadline for sub- 
mitting abstracts of papers to be presented at 
the Scientific Sessions. Papers intended for 
presentation must be based on original investi- 
gations in, or related to, the cardiovascular 
field. Official forms for submitting abstracts may 
be obtained from Richard E. Hurley, M.D., Med- 
ical Associate, American Heart Association, 44 
East 23rd Street, New York 10, New York. 
Applications for scientific exhibit space, due May 
15, are also available from Dr. Hurley. 


WESTBROOK SANATORIUM 


The Board of Directors of Westbrook Sana- 
torium announces retirement, effective 
January 1, 1961, of Dr. Paul V. Anderson. Dr. 
Rex Blankinship succeeds Dr. Anderson as presi- 
dent of the sanatorium. 

Dr. John R. Saunders is medical director, 
succeeding Dr. Rex Blankinship; and Dr. T. F. 
Coates, Jr., is assistant medical director. Dr. J. K. 
Hall, Jr., was elected to the Board of Directors. 

The Board of Directors and staff of Westbrook 
Sanatorium will soon issue invitations for the 
celebration of the fiftieth aniversary of the 
founding of Westbrook Sanatorium in 1911. As 
a part of the celebration the sanatorium will be 
host to the Neuropsychiatric Society of Virginia, 
a District Branch of the American Psychiatric 
Association, on April 15 at 2 p.m. The guest 
speakers will be Dr. Robert H. Felix, president 
of the American Psychiatric Association; Dr. 
Francis J. Braceland, psychiatrist in chief, the 
Institute of Living, Hartford, Connecticut, and 
past president of the American Psychiatric As- 
sociation; and Dr. Mathew Ross, medical director 
of the American Psychiatric Association. Also 
appearing on the program will be Dr. Guy W. 
Horsley, president of the Medical Society of 
Virginia, and Dr. Edwin L. Kendig, Jr., president 
of the Richmond Academy of Medicine. 
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AMERICAN COLLEGE OF GASTROENTEROLOGY 


The Southern Regional Meeting of the Ameri- 
can College of Gastroenterology will be held in 
Houston, Texas on Sunday, March 19. 
Members of the medical profession are cordial- 
ly invited to attend. A copy of the program may 
be obtained from the Secretary, American 
College of Gastroenterology, 33 West 60th Street, 
New York 23, N. Y. 


A.M.A. MEDICOLEGAL CONFERENCE 


An outstanding program on medicine and the 
law will be presented at the Kentucky Hotel in 
Louisville, April 14-15. 

The Regional Medicolegal Conference is 
sponsored by the American Medical Association’s 
Legal and Socio-Economic Division. 

The Louisville meeting is the second in a 
series of three medicolegal meetings being spon- 
sored by the A.M.A. this year. It will draw 
registrants primarily from Kentucky, Tennessee, 
Indiana, Illinois, Ohio, West Virginia, Virginia, 
North Carolina, Georgia, Alabama, South Caro- 
lina, Mississippi, Arkansas, Missouri, Wisconsin, 
and Florida. 

All those who intend to attend the meeting 
are asked to make their own hotel reservations. 

Registration fee will be $5 to cover the cost of 
a luncheon on Saturday and a copy of the pro- 
ceedings. Advance registration cards may be 
obtained by writing: C. Joseph Stetler, Director, 
Legal and Socio-Economic Division, American 
Medical Association, 535 North Dearbon Street, 
Chicago 10, Illinois. 


AMERICAN ASSOCIATION OF MEDICAL CLINICS 


Dr. Harold D. Caylor of the Caylor-Nickel 
Clinic in Bluffton, Indiana, became the new presi- 
dent of the American Association of Medical 
Clinics at the Association’s recent eleventh an- 
nual meeting in New Orleans. Dr. Caylor suc- 
ceeded Dr. Russel V. Lee of Palo Alto, California. 

President-elect is Dr. Bernard A. Watson of 
the Clifton Springs Sanitarium Clinic, New York. 
Dr. John R. Hand of Portland, Orgen, was elected 
second vice president; and Dr. Joseph B. Davis 
of Marion, Indiana, was re-elected secretary- 
treasurer. 


AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 


The next scheduled examinations (Part 11), 
oral and clinical for all candidates will be con- 
ducted at the Edgewater Beach Hotel, Chicago, 
Illinois, by the entire Board from April 8 through 
15, 1961. Formal notice of the exact time of each 


4 
140 
i 
3 
: 
: 
7 
¢ 
i 
: 


March, 1961 


candidate’s examination will be sent him in ad- 
vance of the examination dates. 

Candidates who participated in the Part 1 
examinations will be notified of their eligibility 
for Part 11 as soon as possible. 

All candidates, eligible for the Part 11 examina- 
tions, who have applied for the first time in 
1960, will be required to submit a duplicate list 
of the hospital admissions as contained in their 
application. 

The deadline date for the receipt of new and 
reopened applications for the 1962 examinations 
is August 1, 1961. Candidates are urged to submit 
their applications as soon as possible before that 
time. 

Robert L. Faulkner, M.D. 
2105 Adelbert Road 
Cleveland 6, Ohio 


Wor.Lp MEDICAL ASSOCIATION 


The Headquarters Secretariat of The World 
Medical Association regretfully announces the 
death of its Secretary General, Dr. Heinz Lord, 
on February 3, 1961, in Chicago, Illinois. Dr. Lord 
was recently appointed to replace Dr. Louis H. 
Bauer, who retired from the position. 


DEPARTMENT OF HEALTH, EDUCATION AND 
WELFARE 


Commissioner of Food and Drugs George P. 
Larrick recently announced that a panel of dis- 
tinguished physicians appointed by the National 
Research Council at FDA’s request has found 
that the antibiotic, Chloromycetin (chloramphen- 
icol) is a valuable drug that should remain on 
the market for use in treating serious infections 
under medical supervision both in hospitals and 
for treatment of patients in the home. The panel 
also recommended revision of the labeling of the 
drug to give added emphasis to the warnings 
against its use in minor infections and calling at- 
tention to the necessity for adequate blood stud- 
ies when use is required. 

These findings are in complete accord with the 
conclusions reached by the Food and Drug Ad- 
ministration before the matter was referred to 
the National Research Council. 

The Commissioner also announced that the 
manufacturer of Chloromycetin, Parke, Davis 
and Company, Detroit, Michigan, is cooperating 
in relabeling the drug in compliance with these 
recommendations. 

* 

The Public Health Service has announced the 
award of 35 project grants for graduate training 
in public health totaling $824,600. These grants 
were awarded to 24 schools in 15 States and Puer- 
to Rico. 

Two of the grants were awarded to the Uni- 
versity of North Carolina School of Public Health 
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—$21,527 for training in public health adminis- 
tration, and $16,308 for training in air hygiene 
and pollution. 

* 

Establishment of three new divisions in the 
Bureau of State Services of the Public Health 
Service has been announced by Surgeon Gen- 
eral Designate Luther L. Terry. 

The three new divisions, Accident Prevention, 
Chronic Diseases, and Community Health Prac- 
tice, are created as part of a Service-wide reorgan- 
ization designed to strengthen and expand pres- 
ent programs and to provide more assistance to 
State and community health departments. 

k * 

Among the greater metropolitan areas with 
populations of a million or over, the Boston area 
has the highest ratio of physicians to population, 
according to a report issued recently by the Pub- 
lic Health Service. 

Entitled “Health Manpower Source Book, Sec- 
tion 10: Physicians’ Age, Type of Practice, and 
Location,” the report reveals the numbers and 
locations of physicians, osteopaths, dentists, and 
veterinarians by region, State, county, and stand- 
ard metropolitan statistical area. 

Listed as Public Health Service Publication 
No. 263, Section 10, it may be purchased from 
the Superintendent of Documents, Government 
Printing Office, Washington 25, D. C. at 55 cents 
per copy. Single free copies may be obtained 
from the Public Health Service, Washington 25, 


VETERANS ADMINSTRATION 


A reminder to any of the remaining Spanish- 
American War veterans who desire outpatient 
care from private physicians at VA expense was 
issued recently by the Veterans Administration. 

Such veterans, the VA said, should notify the 
nearest VA office immediately. For most vet- 
erans of this war, the VA can pay for outpatient 
care from private physicians only when it has 
been authorized by the agency before the treat- 
ment is given. 

In emergency cases, however, the VA may 
issue an authorization for emergency non-hos- 
pital treatment already given, when the agency 
is notified by the veteran or his physician with- 
in 15 days from the date treatment began. 

Veterans Administration records show that 
there were 34,000 living Spanish-American War 
veterans as of November 30, 1960. 

x * * 

Gastroenterologists at 14 Veterans Administra- 
tion hospitals have formed a cooperative study 
group for research to improve treatment for 
patients in their specialty. 

Their first project is a study of benefits of 
surgical treatment as compared to benefits of 
medical treatment for gastric ulcers. 
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Book Reviews 


Aid to Gynaecology. By W. R. Winterton. 
Edition 12, 214 pages. Price, $3.00. Balti- 
more: The Williams & Wilkins Company, 
1960. 


This is the twelfth edition of an outline book 
intended for students’ use that covers the entire 
area of gynaecology completely, although rather 
superficially. However, in specific areas the 
coverage is more comprehensive, especially those 
paragraphs devoted to the menopausal and 
postmenopausal female. Here the author empha- 
sizes those retrogressive changes that are ex- 
pected at this period and describes the changes 
that occur in the so called “normal” individual. 
In other areas, excellent practical points are 
emphasized. 

Being of British origin, the author describes 
therapy, especially operative therapy, that is at 
variance with most American authorities. In 
particular, the coverage of oncologic gynaecology 
is incomplete and at times incorrect. The defini- 
tions given for the International staging of 
cervical carcinoma differ from those described 
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generally. Only a few paragraphs are devoted to 
the new prophylactic and diagnostic field of 
gynaecologic cytology. The description of the 
treatment of cervical carcinoma occurring in 
pregnancy and of endometrial carcinoma requires 
clarification and expansion. Excluding that por- 
tion of the book devoted to therapy, the book 
is most adequate in its field. 


Nine Months’ Reading: A Medical Guide 
for Pregnant Women. By Robert E. Hall, 
M.D. 191 pages. Price, $2.95. Garden City, 
New York: Doubleday & Company, Inc., 
1960. 


Dr. Hall’s experience in obstetrics, his common 
sense approach, and his clear and precise pre- 
sentation of the medical facts associated with 
pregnancy combine to make this book one of 
the best of the multitude of books currently 
being published on this subject. In 10 short 
chapters he covers the development of the fetus, 
normal labor and delivery, complications of 
pregnancy, and abnormal labor in a manner that 
answers most pertinent questions without arous- 
ing excessive apprehension in the mind of the 
pregnant woman. In particular, his chapters on 
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Rules and Regulations, Motherhood in the Hos- 
pital and at Home, and The Patient and her 
Doctor are very sensibly written, and should 
dispel: many of the problems inherent in 
pregnancy and the puerperium from the selection 
of a physician through the six-week postpartum 
check. A glossary of obstetric terms, which is 
essential for a book of this type, is appended. 


Pain and Itch: Nervous Mechanism. By 
Ciba Foundation Study Group No. 1. 120 
pages. Price, $2.50. Boston: Little-Brown 
& Company, 1959. 


This 120 page Ciba Foundation symposium 
contains eight penetrating discussions of pain 
by 20 accomplished researchers. Each of the 
essayists reviews his major contributions and is 
criticized appropriately, with a minimum of 
platitudes and electrophysiologic jargon. 

This consideration of pain and itch could have 
been divided into an analysis of terminals in the 
skin, afferent conduction, and cerebral receptors. 
Weddell summarizes reasons for believing free 
nerve endings respond to touch and temperature 
changes as well as pain. Conclusions based on 


arlidin. 


brand of nylidrin hydrochloride N.N.D. 


safely increases local blood supply and oxygen 
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stimulation of the cornea are criticized because 
of the unique innervation of that organ. 
Douglass and Ritchie, and Iggo attempt to 
identify the tiny C fiber impulses in mammals 
by using antidromic volleys to occlude afferent 
impulses. Iggo recorded relatively specific re- 
sponses to temperature change, touch, and me- 
chanical stimulation of single C fibers. Douglass 
and Ritchie describe the responses of bundles of 
C fibers to the same kinds of stimulation used 
by Iggo, but implied that all C fibers have sim- 
ilar sensitivities. Strangely, the fibers mediating 
“slow” pain remain either unseparated from C 
fibers conveying other modalities of sensation or 
are represented by potentials too small to record. 
Zotterman concludes that both itch and tickle 
are similar to pain because tickle-like stimuli 
evoke C fiber activity. Landgran discusses his 
data, showing that 75 per cent of cortical units 
in the sensory projection of the tongue respond- 
ed to only one modality. Arthur and Shelley 
evaluate a variety of protein substances causing 
itch, and describe “itch spots,” whose specificity 
is not correlated with neuroanatomic findings. 
This is a stimulating booklet for anyone in- 
terested in the physiology of pain. 
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Infectious Diseases of Children. By Saul 
Krugman, M.D. and Robert Ward, M.D. Edi- 
tion 2, 398 pages. Price, $13.00. St. Louis: 
C. V. Mosby Co. 1960. 


Infectious Diseases of Children, unlike most 
textbooks, is one that can be read from beginning 
to end. The chapters are concise, clearly written, 
and well illustrated with case reports, figures, 
and photographs. The drawings showing the 
distribution of the rash in various exanthems and 
the schematic diagrams of the typical clinical 
course of each disease are valuable to the medical 
student, who may rarely see the common acute 
diseases of childhood in a university medical 
center. The generalizations made by the authors 
are well documented by selected references to 
laboratory and clinical experiments. The therapy 
recommended is specific enough that the practi- 
tioner need not look elsewhere for further 
details. 


Although the authors state that this text is not 
intended to be all-inclusive, most of the diseases 
omitted are either not prevalent in this country 
or are themselves the subject of entire volumes. 
Those which are included are discussed com- 
pletely — from the properties of the infectious 
agent to the therapy of the patients’ contacts. 


In the 1960 edition all chapters have minor 
additions. One new chapter discusses rabies, with 
particular reference to protection after animal 
bites. The other new chapter, on acute respira- 
tory infections, covers all presently described 
respiratory viruses. 


The text is, in general, accurate and very 
carefully written. However, a few criticisms 
should be made. Unlike the chapter which 
discusses only the rickettsial diseases which 
occur in the United States, the chapter on 
arthropod-borne encephalidites includes some 
unnecessary material on the Japanese, Russian, 
and Australian viruses — not in keeping with the 
selectivity that characterizes the rest of the 
book. In the chapter on bacterial meningitis, 
the importance of the pharmacology of the 
preparation of a drug used is indicated in the 
authors’ discussion of the effects of suspension 
particle size and heat stability of the palmitate 
of chloramphenicol on final blood levels. How- 
ever, sulfadiazine and sulfisoxazole, which differ 
significantly in degree of inactivation and 
penetration into the cerebrospinal fluid, are 
grouped together in a single dosage schedule for 
sulfonamides. The importance of determining 
blood sulfa levels during the therapy of meningi- 
tis is not mentioned. 


One wonders if medical science is advancing 
so rapidly that it is necessary to have a second 
edition of this text only two years after the first 
edition. Too frequent revision of textbooks 
implies an instability in fundamental principals 
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whch does not exist. The value of this book is 
not the recency of the factual information which 
it has, but rather the authors’ judgment in the 
selection and organization of its contents. 


Anyone who owns the 1958 edition would 
probably be aware of recent information on oral 
poliomyelitis vaccines, chloramphenicol toxicity, 
and acquired toxoplasmosis. Anyone who has 
not seen the 1958 edition and who deals with 
infectious diseases in children or adults would 
find this a brief, convenient reference book to 
own. The organization of this text around 
experimentally verified data makes it unlikely 
that it will soon become outdated and forms a 
basis for the physician to interpret and integrate 
future observations in the field of infectious 


diseases. 


Positive Health of Older People 


The book, “Positive Health of Older People,” 
provides a compact, timely resource with a fresh 
point of view which emphasizes the positive 
aspects of aging. The 13l-page paperback, quoting 
authorities who spoke at the National Health 
Council’s 1960 Health Forum, reveals the latest 
developments in the numerous fields that im- 
pinge on the well-being of the elderly, and enum- 
erates practical suggestions for action to be taken 
by individuals, industry, the health professions, 
voluntary health and welfare agencies, and gov- 
ernment. 


Brought together in this one volume are state- 
ments by physicians, educators, sociologists, 
economists, biological and medical researchers, 
clergymen; experts in housing, insurance and 
personnel administration; psychiatrists, nurses, 
dentists, social workers, dietitians; officials in 
public health and welfare; heads of hospitals, 
clinics, nursing homes and other institutions; 
leaders in business, labor and voluntary organiza- 
tions. 


Among the subjects discussed are the chang- 
ing attitudes toward aging; investigation and 
discovery in physical aging, in mental and emo- 
tional health, and rehabilitation; new approaches 
to health services; retirement planning; institu- 
tional services; trends in cultural and family 
patterns; housing; community activities; and 
goals for the future. 


More than 80 per cent of the funds used to pay 
the student’s costs of medical education come 
from the student and his family, a report by the 
Association of American Medical Colleges shows. 
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The Month in Washington 


President Kennedy asked Congress to in- 
crease Social Security taxes to finance lim- 
ited medical care for elderly persons on the 
Social Security rolls, a plan opposed by the 
medical profession. 

The proposal was part of a sweeping 
health program outlined by Kennedy in a 
special message to Congress during his first 
month in the White House. 

The Kennedy program also included fed- 
eral aid for construction and operation of 
medical schools, scholarships for medical 
and dental students, grants for community 
nursing and hospital services, stepped-up 
medical research, and expanded federal ac- 
tivity in the field of child and youth health. 

Under Kennedy’s proposal, Social Secur- 
ity beneficiaries 65 years and older could 
get up to 90 days of hospitalization for each 
single illness. However, the patient would 
have to pay $10 daily for the first nine days 
of hospitalization with a minimum payment 
of $20. 

After release from a hospital, the elderly 
person could get up to 180 days in a nursing 
home. The Social Security program also 
provides for payment by the government of 
all outpatient diagnostic costs in excess of 
$20 and community visiting nurse services. 

The program would be financed by in- 
creased Social Security taxes by one-fourth 
of one per cent on both employers and 
workers and by three-eighths of one per 
cent of sel-employed persons covered by 
Social Security. The Social Security tax base 
also would be increased from the present 
$4,800 a year to $5,000. 

Enactment of this proposal, coupled with 
another Kennedy recommendation and in- 
creases in the Social Security tax already 
scheduled in the law, would mean that 
workers and employers would be paying 
$250 each in Social Security taxes in 1969. 

Nationwide television audiences were 
told by an American Medical Association 
spokesman why the medical profession sup- 
ports the Kerr-Mills program of medical 
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care for the aged and opposes tying it in 
with Social Security. 

In television debates with Senator Hubert 
Humphrey (D., Minn.) on NBC-TV_ and 
Walter Reuther, organized labor spokes- 
man, on CBS-TV, Dr. Edward R. Annis of 
Miami, Florida, described the Kerr-Mills 
program as “sound and effective.” He said 
it “must be given the chance it deserves.” 

“Congress passed it because it believed 
that the important thing was to help the 
people who need help; to help them quickly; 
and to help them through the machinery 
of local government,” Dr. Annis said. 

The A.M.A. Board of Trustees charged 
the CBS network with “misrepresentations, 
bias, and distortions” on another program: 
“The Business of Health in—Medicine, 
Money and Politics.” 

The network edited out of the taped pro- 
gram the A.M.A.’s true position on health 
care for the aged: 

“The A.M.A. believes that any medical 
care plan is both unsound and unfair which 
would compel working people to shoulder 
increased Social Security taxes to finance 
health costs of all those over 65 (under 
Social Security ), rich and poor alike, regard- 
less of whether they want or need such help 
and which, at the same time, ignore mil- 
lions of indigent elderly who do not need 
help.” 

Kennedy’s health program faced strong 
opposition in Congress. The consensus of 
Capital Hill observers was that it stood a 
50-50 chance of getting Congressional ap- 
proval, but not before it had been cut down. 
There were some who doubted that the 
Administration’s program for medical care 
of the aged would be acted upon, at least 
by both houses of Congress before next year. 

Arthur H. Motley, president of the Cham- 
ber of Commerce of the United States, warn- 
ed that Social Security taxes are being in- 
creased to a point “where peopel might 
rebel against the whole Social Security 
system.” 

He contended that this nation’s present 
personal medical care system is the best of 
any large nation. 

“Tt’s worth crusading for and that is what 
the Chamber is doing,” Motley said. 


- 
7 
4 
4 


Inu Memoriam 


S. Raymond Thompson, M.D. 


The members of the Mecklenburg County 
Medical Society were saddened by the death of 
one of its members, S. Raymond Thompson, on 
December 10, 1960. 

Dr. Thompson was born in Lumberton, North 
Carolina, on September 2, 1890, the son of the 
late Betty Griffin and Jacob Thompson. He at- 
tended the local public schools and received his 
medical education at the North Carolina Med- 
ical College, Charlotte, from which he was 
graduated in 1914. Immediately after graduation 
he began the practice of urology in association 
with the late Dr. A. J. Crowell in Charlotte. With 
the exception of two years of military service in 
1917 and 1918, he continued in his chosen special- 
ty until his retirement in 1950 because of ill 
health. Dr. Thompson held the unique distinction 
of being the second physician in North Carolina 
to limit his practice exclusively to urology. 

Dr. Thompson was made a fellow of the Am- 
erican College of Surgeons in 1922. He was presi- 
dent of the Mecklenburg Medical Society in 
1932, president of the Seventh District Medical 
Society in 1935, and president of the Tri-State 
Medical Society in 1947. Until his retirement he 
was an active member of the American Medical 
Society, the American Urological Association, and 
the Southeastern Section of the American Med- 
ical Association. 

Dr. Thompson was an ardent student of 
urology and, during his active years, contributed 
at least 35 scientific articles to medical literature. 
From 1941 to 1948 he was editor of the Urology 
Department of the Tri-State Medical Journal. 

In 1925, Dr. Thompson married Mary Coving- 
ton Entwistle of Rockingham. He was the father 
of two children, S. Raymond Thompson, Jr., and 
Johan Thompson Newcombe. He is survived by 
his wife, daughter, two grandchildren, and four 
sisters. He was a member of the Myers Park 
Methodist church. He was also a member of the 
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Charlotte Country Club and the Charlotte City 
Club. 

Dr. Thompson was not only skilled in the 
science of medicine, but also in the art of 
medicine. He was noted for his cordiality to 
physicians and patients alike. Tolerance and kind- 
ness were ever present in his relationships with 
others. The members of the Mecklenburg County 
Medical Society feel a great loss in the passing 
of our friend and colleague. 

Walter F. Daniel, M.D. 
John P. Kennedy, M. D. 
Elias S. Faison, M.D. 


Wesson Fund Awards New Grants 

The Wesson Fund for Medical Research and 
Education has announced seven grants totaling 
$46,965 for basic and clinical research relating 
to the influence of edible fats and oils on human 
nutrition. 

The new awards bring the total of Wesson 
Fund grants made in 1960 to $108,916. 


Blue Shield Film Made Available 

Almost 3,000 prints of the new Blue Shield 
sound and color filmstrip, “The Guardians,” have 
been distributed to secondary schools by local 
Blue Shield Plans, it was reported recently by 
the National Association of Blue Shield Plans. 

The Btue Shield filmstrip was produced as a 
public service to upper elementary and high 
schools and made available by Blue Shield Plans 
last fall. 

“The Guardians” seeks to give young people 
an understanding of the never-ending struggle by 
the medical profession to overcome disease, and 
of the progress of medicine through the ages, 
with emphasis on the dramatic advances made 
within the 20th century. Specifically, the film- 
strip seeks to develop appreciation of the con- 
tribution to the public’s health made by the 
“guardian” of health, the physician, and to en- 
courage students to become more aware of the 
need for development of individual responsibility, 
especially in planning ahead to meet the cost of 
any necessary future medical care. 
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ADVERTISEMENTS 


(BRAND OF DIPHENOXYLATE HYDROCHLORIDE WITH ATROPINE SULFATE) 


LOwers propulsive 


MOTILity 


i Stops diarrhea promptly 


Extensive clinical experience in the United 
States and Europe demonstrates that Lomotil 
provides prompt and positive symptomatic con- 
trol of diarrhea. 

Lomotil possesses a highly efficient antiperi- 
staltic action. It controls diarrhea with few or 
none of the undesirable side effects of many 
other commonly used antiperistaltic agents. 

In the control of diarrhea, Lomotil offers 
safety, efficacy and greater convenience. 


DOSAGE: The recommended initial dosage for 
adults is two tablets (2.5 mg. each) three or four 
times daily, reduced to meet the requirements 


Now an exempt preparation under 
revised Federal Narcotic Laws 


of each patient as soon as the diarrhea is under 
control. Maintenance dosage may be as low as 
two tablets daily. Lomotil, brand of diphenoxy- 
late hydrochloride with atropine sulfate, is sup- 
plied as unscored, uncoated white tablets of 2.5 
mg., each containing 0.025 mg. (12400 grain) of 
atropine sulfate to discourage deliberate over- 
dosage. 

Recommended dosage schedules should not 
be exceeded. 
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How To Be 
Carefree 
without 
Hardly 
Trying... 


It really takes a load off your mind... 
to know that you are protected from 
loss of income due to illness or accident! 


“Dr. Carefree” has no 30-day sick 


leave . . . no Workmen’s Compensation 
. BUT he has a modern emergency 


INCOME PROTECTION PLAN with 


Mutual of Omaha. 


When he is totally disabled by accident or sickness covered by this plan, this 
plan will give him emergency income, free of Federal income tax, eliminating 
the nightmare caused by a long disability. 


Thousands of members of the Medical Profession are protected with Mutual 
of Omaha’s PROFESSIONAL MEN’S PLAN, especially designed to meet the 


needs of the profession. 


If you do not already own a Mutual of Omaha INCOME PROTECTION 


PLAN, get in touch now with the nearest General Agent, listed below. 
You'll get full details, without obligation. 


Largest Exclusive Health and Accident faa in the World 


G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 


J. P. GILES, General Agent 
Asheville, N.C. 
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ADVERTISEMENTS 


a new diuretic 
with an 
unsurpassed 
faculty for 

salt excretion 


salt goes, goes edema 


NaClex produces diuresis, weight loss, and symptomatic 
improvement in edema associated with various condi- 
tions. It also has antihypertensive properties and may 
be used alone in mild hypertension or with other anti- 
hypertensive drugs in severer cases. 


Robins’ new NaClex is a potent, oral, non-mercurial 
diuretic that reduces edema by applying the basic 
principle that “increased urine volume and loss of body 
weight are proportional to and the osmotic consequences 
of loss of ions.”' NaClex limits the reabsorption of 
sodium and chloride ions in the renal proximal tubules 
with a relative sparing of potassium. The body’s homeo- 
static mechanism responds by increasing the excretion 
of excess extracellular water. Thus the NaClex-induced 
removal of salt leads to a reduction of edema. 


a unique chemical structure: 

NaClex (benzthiazide) is a new molecule which provides 
a “pronounced increase in diuretic potency”? over its 
antecedent sulfonamide compound. On a practical, 
clinical basis it is unsurpassed in diuretic potency. 


Available in 50 mg. tablets. Literature on request. Sold in 
Canada under the tradename EXNA. 1. Pitts, R. F., Am. 7. 
Med., 24:745, 1958. 2. Ford, R.V.,Cur. Ther. Res., 2:51, 1960. 
A. H. ROBINS CO., INC., RICHMOND, 20, VA. 
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minimize care and eliminate despair with 


brand Methamphetamine Hydrochloride 
Controls food craving, keeps the reducer happy —!n obesity, ‘‘our drug of choice has 
been methedrine . . . because it produces the same central effect with about one- . 
half the dose required with plain amphetamine, because the effect is more pro- 
longed, and because undesirable peripheral effects are significantly minimized 
or entirely absent.’"' Literature available on request. 
Supplied: Tablets 5 mg., scored. Bottles of 100 and 1000. 
' Douglas, H. S.: West. J. Surg. 59:238 (May) 1951. 
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New Savings Bonds 


now effect 


and the Bonds you already own 
are better than ever, too! 


Now U.S. Savings Bonds are a better buy 


than ever in three important ways: 


e All Series E and H Bonds bought 
since June 1, 1959, now carn 37/49 in- 
terest when held to maturity. 


e Older Bonds will also pay more—an 
extra 2%, from June 1 on, if you 
hold them to maturity. 


e All Series E Bonds, old or new, now 
carry an automatic extension privi- 
lege; they'll keep paying liberal in- 
terest for 10 years beyond maturity. 


Three big new dollar benefits that make it 
smart to buy new Bonds—and hang on to the 
ones you have! 


40 million Americans own Bonds 

More people than ever own Bonds today. 
There’s simply no easier, safer, more Ameri- 
can way to save. 

You can buy them through the Payroll 
Savings Plan at work; you can buy them 
where you bank. Either way, your U.S. Sav- 
ings Bonds help build a more secure future 
for you, your family, and your country. And 
now they’re better than ever! 


HELP STRENGTHEN AMERICA’S PEACE POWER 


SAVE WITH U.S. SAVINGS BONDS 


The U. S. Government does not pay for this advertising. The Treasury Department thanks 
The Advertising Council and this magazine for their patriotic donation. 
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mutually potentiating nonsteroid 


“superior to aspirin”’? 2 and with a “higher 


‘therapeutic index”’ 


PABALATE-SODIUM FREE 


When conservative steroid therapy is indicated— 


PABALATE-HC 


Pabalate with Hydrocortisexe 


1. Barden, F. W., et al.: J. Maine M. 
2. Ford, R.A., and Blanchard, K.: Journal-Lancet 78:185, 


A. H. ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 


A. 46:99, 1955. 
1958. 


In cach yellow enteric-coated 
PABALATE (ablet: 
Sodium salicylate (5 gr.) 
0.3 Gm. 
Sodium para-aminobenzoate 
(5 gr.) 0.3 Gm. 
Ascorbic acid...... 50.0 mg. 


In cach pink enteric-coated 
PABALATE-SODIUM FREE 
tablet: 

Same formula as PABALATE, 
with sodium salts replaced by 
potassium salts. 


In each light blue enteric-coated 
PABALATE-HC fablet: 


Same formula as PABALATE- 
SODIUM FREE, plus hydrocor- 
tisone (alcohol) . . . 2.5 mg. 


Making today’s medicines with 
integrity... seeking tomorrow’s 
with persistence. 
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support for 
patients / 


BOLSTERS... tissue metabolism 
A interest, vitality 
Geriatric Vitomins-Minerals-Hormones-d-Amphetamine Lederle 


A failing nutrition 
Each capsule ey Ethiny! Estradiol 0.01 mg. « Methyl! 50 mg. ¢ I-Lysine Monohydrochloride 25 mg. * Vitamin E 
n 


f 


every morning 


® 


Testosterone 2.5 mg. « d-Amphetamine Sulfate 2.5 me, © Vitam (Tocop nerol Acid Succinate) 10 Int. Units Ny hatin 12.5 mg. ¢ 
A (Acetate) 5,000 Bis P. Units * Vitamin D 500 U.S.P. Units « errous Fumarate (Elemental iron, 10 mg mg. * | ine 
Vitamin with AUTRINIC® Intrinsic Factor 1/15 KI) 0.1 mg. Calcium (as CaHPO,) 35 (as 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. ¢ Ribo- ge 27 mg. * Fluorine A CaF.) 0.1 mg. © Copper (as a 
flavin (B,) 5 mg. © Niacinamide 15 mg. © Pyridoxine HCI (B,) ig. © Potassium (as K mg. * Manganese (as MnO. 


0.5 mg. * Calcium Pantothenate 5 mg. Choline Bitartrate me Zinc (as ZnO) 0.5 rig. 1 mg. 
25 mg. * Inositol 25 mg. « Ascorbic Acid (C) as Calcium Ascorbate a,8,0,.10H,0) 0.1 mg. Bottles of 100, 1 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York > 


a good buy in 
public relations 


. place 
today’s health 
in your reception room 


AMERICA’S 
AUTHENTIC 
Give your order to a member of your local Medical 


Auxiliary or mail it to the Chicago office. 


TODAY'S HEALTH 


PUBLISHED MONTHLY BY THE 
AMERICAN MEDICAL ASSOCIATION 


S35 NORTH DEARBORN CHICAGO 10 
SPECIAL Please enter 1, or renew [—, my subscription for the 
E RATES FOR period checked below: 


PHYSICIANS, NAME 
STUDENTS, INTERNS STREET. 
CITY ZONEW_STATE 


COUNTY 


CREDIT WOMAN'S AUXILIARY OF 


vears...9a.96 $4.00 YEARS... 9§.90 $2.50 
O3 YEARS...$9. $3.25 ()1 YEAR .... $1.50 


¢ 
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verylowincidenceof | 
undesirable side effects..." 


even In FROM A CLINICAL STUDY* IN ANNALS OF ALLERGY 


Patients 200 infants and children, ages 2 months to 14 years 


d I le rg iC Diagnosis Perennial allergic rhinitis 
infants Thera Dimetane 


Results in 149, good results / in 40, fair results 


Side Effects Encountered in only 7 patients (in all except one, 
the side effect was mild drowsiness) 


In allergic patients of all ages, Dimetane has been shown to work with an effec- 
tiveness rate of about 90% and to produce an exceptionally low incidence 
of side effects. Complete clinical data are available on request to the Medical 
Department. Supplied: DIMETANE Extentabs® (12 mg.), Tablets //Z@gamimme’//; 
' (4 mg.), Elixir (2 mg./5 cc.), new DIMETANE-TEN Injectable Y 
Af ow! (10 mg./cc.) or new DIMETANE-100 Injectable (100 mg./cc.). 


GOVERN, J. P. ELWENNEY, T. R., HALL, T. R., AND BURDON, K.0.1 ANNALS OF ALLERGY 17:915, 1959, 


\ AHL ROBINS CO., INC., RICHMOND 20, VIRGINIA /ETHICAL PHARMACEUTICALS OF MERIT SINCE 1878 


7 PARABROMDYLAMINE MALEATE 
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effective, palatable, economical 


GREMOSUXIDINE®[SULFASUXIDINE® SUCCINYLSULFATHIAZOLE SUSPENSION WITH KAOLIN AND PECTIN] 
reduces fluidity of stools, reduces enteric bacteria, adsorbs toxins, and soothes 
the irritated intestinal mucosa. 

Chocolate-mint flavored...readily accepted by patients of all ages. 

Additional information on CREMOSUXIDINE is available to physicians on request. 


CTs]=) MERCK SHARP & DOHME, DIVISION OF MERCK & CO, Inc,, WEST POINT, PA. 


CREMOSUKIDINE AND SULFASUX'DINE ARE TRADEMARKS OF MERCK & CO., INC. 
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insurance needs 


CHOSEN BY MEDICAL 

SOCIETY OF THE STATE 

OF NORTH CAROLINA 

LIABILITY INSURANCE THERE !S A SAINT PAUL AGENT IN YOUR 

COMMUNITY AS CLOSE AS YOUR PHONE 


412 Addison Building 
Charlotte, North Carolina 
EDison 2-1633 


SERVICE OFFICE: RALEIGH, NORTH CAROLINA 323 W. MORGAN ST. - TEmple 4-7458 


SAINT ALBANS 


PSYCHIATRIC HOSPITAL 


(A Non-Profit Organization) 


Radford, Virginia 


STAFF 
James P. King, M.D., Director 
Daniel D. Chiles, M.D. William D. Keck, M.D. 
Clinical Director Edward W. Gamble, III, M.D. 

James K. Morrow, M.D. J. William Giesen, M.D. 
Silas R. Beatty, M.D. Internist (Consultant) 

Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph.D. Administrator 


Artie L. Sturgeon, Ph.D. 
AFFILIATED CLINICS 

Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 109 E. Main Street, Beckley, W. Va. 

David M. Wayne, M.D. W. E. Wilkinson, M.D. 

Phone: DAvenport 5-9159 Phone: CLifford 3-8397 
Charleston Mental Health Center Norton Mental Health Clinic 

1119 Virginia St., E., Charleston, W. Va. Norton Community Hospital, Norton, Va. 


B. B. Young, M.D. Pierce D. Nelson, M.D. 
Phone: Dickens 6-7691 Phone: 218, Ext. 55 and 56 
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ADVERTISEMENTS 


When it’s penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal octal 


MAXIPE 


potassium phenethicillin 


Consistent dependable therapeutic response through 
maximal absorption, maximal serum concentration and 
longer duration of inhibitory antibiotic levels for less 
susceptible organisms. 


Available as Maxipen Tablets, 125 mg. and 250 mg.; 
Maxipen for Oral Solution, 125 mg. per 5 cc. of recon- 


stituted liquid. Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 
® 


triacetyloleandomycin 


Extends the Gram-positive spectrum of usefulness to 
include many staphylococci resistant to one or more of 
the commonly used antibiotics—narrews the spectrum 
of side effects by avoiding many allergic reactions and 
changes in intestinal bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral 
Suspension, 125 mg. per 5 cc.; Tao Pediatric Drops, 
100 mg. per cc. of reconstituted liquid; Intramuscular 
or Intravenous as oleandomycin phosphate. Other Tao 
formulations also available: Tao®-AC (Tao, analgesic, 
antihistaminic compound) Tablets; Taomid® (Tao with 
Triple Sulfas) Tablets, Oral Suspension. 


Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer's line of fine pharmaceutical products 


New York 17, N. Y., Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being™ 
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Emko Background 


Emko is the result of a philanthropic 
research program established 

to seek a contraceptive that would 
prove effective in controlling 

birth rates of over-populated areas. 


For that reason, it had to be 
effective under the most 
adverse conditions... 
acceptable to women of low 
motivation . . . entirely 
different from jellies, creams 
and other methods. 


Emko Vaginal Foam was developed 
for use in Puerto Rico. 
This most successful experience 


led to the decision to 
make Emko available in other areas, 
including the United States. 


NOW YOU CAN 
PUT YOUR PATIENT’S MIND 
AT EASE...WITH EMKO 


stocked by local drug stores 


‘THE EMKO COMPANY 
7912 MANCHESTER AVENUE + ST. LOUIS 17, MISSOURI 


5 
: 
use 


THE FIRST AEROSOL FOAM! 


The volume of the material is expanded 


ten times to create a BLOCK OF FOAM. 


THIS BLOCK SEALS THE CERVICAL OS. 


Only a FOAM can successfully serve this 
diaphragm-like function . . . without inter- 
fering with normal intercourse or reducing 
sensory contact. 


A HIGHLY EFFECTIVE SPERMICIDE 
quickly renders the trapped sperm 


immotile. 


VAGINAL FOAM 


ACTIVE INGREDIENTS: 
Nony! phenoxy polyoxyethylene ethanol 8.0% 
Benzethonium Chloride 0.2% 


USING PRINCIPLES NEVER 
BEFORE APPLIED TO CONTRACEPTIVES 


EASIER TO USE THAN ANY OTHER 
EFFECTIVE CONTRACEPTIVE 


The foam is placed with an entirely new 
type of “Touch Control” applicator. It’s 
filled automatically by touching the open 
end to the top of the bottle. 


* No douching .. . it vanishes after use 


* Absolutely no greasiness or ‘‘after-mess” 


* No diaphragm . . . the foam does 
the blocking 


* No irritation for husband or wife 


use of Emko. 


MARGARET SANGER RESEARCH BUREAU 
INTERIM REPORT 


In the Contraception Service of the Margaret Sanger Research 
Bureau, through October 31, 1960, Emko had been used from 
one to 22 months by 362 patients, with a total of 12 unplanned 
pregnancies. Seven of the pregnant patients admitted irregularity 
in the use of Emko. 


Two planned pregnancies had also occurred after stopping the 


soprero, esearch Director 
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FOR THE 
AGING... 


NEW 
COMPREHENSIVE SUPPORT 


BALANCED HORMONE SUPPLEMENTATION 
A 
BROAD NUTRITIONAL REINFORCEMENT 
A 
MOOD ELEVATION 


morning 


GEVRESTIN 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethiny!l Estradiol 0.01 mg. * Methyl! 50 mg. © I-Lysine Monohydrochloride 25 mg. © Vitamin E 


Testosterone 5 Sulfate 2.5 e Vitamin (Tocopherol Acid Succinate) 10 Int. Units Rutin 12.5 mg. « 
A (Acetate) 5,00) .P. Units * Vitamin D 500 Units « Ferrous ey gy (Elemental iron, 10 mg.) 30.4 mg. « lodine 


Vitamin By, with, AUTRINIC® Intrinsic Factor Concentrate 1/15 (as KI) 0.1 mg. * Calcium (as CaHPO,) 35 mg. * Phosphorus (as 
U.S.P. Unit (Oral) « Thiamine Mononitrate (B,) 5 mg. « Ribo- ere.) 27 mg. © Fluorine (as CaF,) 0.1 mg. * Copper (as CuO) 
(B,) 5 mg. Niacinamide 15 mg. Pyridoxine HCI! (B,) mg. Potassium (as K;S0,) 5 mg. Manganese (as MnO.) 


.5 mg. Calcium Pantothenate 5 mg. * Choline Bitartrate i mg. © Zinc (as ZnO) 0.5 ~~ Magnesium (MgO) 1 mg. ¢ Boron 
25 mg. * Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate (as Na,B,05. 10H,0) 0.1 mg. Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York gay 


TUCKER HOSPITAL, Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and 


neurological patients. 


Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems. ) 


Dr. GEORGE S. FULTZ 


Dr. JAMES ASA SHIELD 


Dr. WEIR M. Woop 


TUCKER Dr. AMELIA G. 
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ifyoure 
treating 
infection. 


youcan tprescribeamore 
effective antibiotic than 


rythromycin, Abbott 


How much “spectrum” do you need in treating an 
infection? Clearly, you want an antibiotic that will 
show the greatest activity against the offending or- 
ganism, and the least activity against non-patho- 
genic gastro-intestinal flora. 

Weigh these criteria—and make this comparison— 
when treating your next coccal infection. Erythrocin 
is a medium-spectrum antibiotic, notably effective 


703204 


against gram-positive organisms. In this it comes 
close to being a “specific” for coccal infections — 
which means it is delivering a high degree of activity 
against the majority of common infection-producing 
bacteria. 


And against many of the troublesome “staph” strains 
—a group which shows increasing resistance to peni- 
cillin and certain other antibiotics—Erythrocin con- 
tinues to provide bactericidal activity. Yet, as potent 
as Erythrocin is, it rarely has a disturbing effect on 
normal gastro-intestinal flora. Comes in easy-to- 
swallow Filmtabs®, 100 and 250 mg. 
Usual adult dose is 250 mg. every six 
hours. Children, in proportion to age 
and weight. Won’t you try Erythrocin? 
®Filmtab—Film-sealed tablets, Abbott. 


ABBOTT 
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With other nutrients, the availability of essential for an 


protein determines the adequacy ofa nation’s 
food supply... with which the United 
adequate food supply 
In 1957, this nation’s food supplied per 
person per day... 
3,180 calories provided by 96 gm. of 
protein... 
145 gm. of fat... and 382 gm. of 
carbohydrate . . . accompanied by 
1.03 gm. calcium... 16.5 mg. iron... 
7,400 1.U. vitamin A value... 
1.84 mg. thiamine . . . 2.35 mg. 


riboflavin... 
20.1 mg. niacin . . . 0.13 mg. folic 
acid... 


106 mg. vitamin C. 


Of the 96 gm. of protein per person per day 
... 44% was supplied by foods of animal 
origin and Y; by foods of plant origin... 
\4 by meat, poultry and fish... 4% by milk 
and dairy foods ... 1/5 by flour and cereal 
products .. . 1/7 by vegetables and fruits . . . 
and | /14 by eggs. This food supply provides 
generous amounts of essential amino acids. 


Protein malnutrition is rarely seen in the 
United States where only 1% of the house- 
holds have less than 50 gm. of protein per 
day per adult man... 72% have more than 
100 gm. per day ... and even 50% of fami- 
lies with incomes of less than $2,000 have 
more than 100 gm. protein per day per 
adult man... for whom the recommended 
dietary allowance is 70 gm. Those whose 
protein intakes least often meet their recom- 
mended allowances are . . . adolescent girls 
... homemakers . . . and elderly people. 


Diets which supply the pregnant woman 
with less than 50 gm. of protein and 1500 
calories were found, in one study, correlated 
with maternal and fetal complications. 

Milk is man’s first dietary source of protein. 
Milk and dairy foods provide one-fourth of 
the protein in our food supply. 


Since 1915 .. . promoting better health through 
nutrition research and education 
NATIONAL DAIRY COUNCIL 
A non-profit organization 
111 North Canal Street - Chicago 6, Illinois 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council 
on Foods and Nutrition of the American 
Medical Association and found consistent 
with current authoritative medical opinion. 


This information is reproduced in the interest of good nutrition and health by the Dairy 
Council Units in North Carolina. 


High Point-Greensboro Winston-Salem Burlington-Durham-Raleigh 
106 E. Northwood St. 610 Coliseum Drive 310 Health Center Bldg. 
Greensboro, N. C. Winston-Salem, N. C. Durham, N. C 
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for the nervous patient 


with gastrointestinal or 
other smooth muscle spasm? 


In the new formula for Tropinal TABLET and ELIXIR (there 
are two different dosage forms) homatropine methy] bromide 
and butabarbital sodium are combined to provide a means 
of effective relief from the manifestations of gastrointestinal 
spasm and hyperchlorhydria with virtual freedom from 
undesirable side effects. 


New Formula: 


(Adopted Dec. 1960) 


Indications: 


Supplied: 


Each tablet or teaspoonful (5 cc.) 
contains: 

Butabarbital Sodium -.__ 15mg. 
(Warning: May be habit forming) 
Homatropine Methyl 
Bromide 


For the relief of spasticity of the gastro- 
intestinal tract, such as pylorospasm, bil- 
iary spasm, cardiospasm, and spastic 
colon. Effective antispasmodic action is 
provided in spasm associated with peptic 
ulcer, gastritis, cholecystitis, and other 
such organic diseases. The combination 
of antispasmodic plus mild sedative is 
also of value for the alleviation of spas- 
ticity associated with flatulence, nausea, 
distension, or similar disturbances asso- 
ciated with functional derangements. 


Usually administered in doses of one 
tablet (or one teaspoonful of the elixir) 
four times daily before meals and at bed- 
time. Because of the wide margin of 
safety, larger doses may be employed 
with safety where indicated. Intents may 
be given one-fourth tablet or fifteen drops 
of the elixir. This dosage may be re- 
peated several times a day as necessary 
in infant colic. 


Tropinal Tablets (yellow, scored and 
monogrammed with “PP”) in bottles of 
100 and 1000; Tropinal Elixir (red) in 
bottles of one pint and one gallon. 


Samples And Literature Gladly Sent Upon Request 


/\ PRODUCTS CO.,1NC. 


2022 S. SYCAMORE. PETERSBURG. VIRGINIA 
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APPALACHIAN HALL 


ESTABLISHED — 1916 


ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 

Insulin Coma, Electroshock and Psychotherapy are oe The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. : 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 
Wm. RAy GRIFFIN, JR., M.D. Mark A. GRIFFIN, SR., M.D. 
Rosert A. Grirrin, M.D. MarK A, GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 
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For Quality without Question... the 


REG US PAT OFF 


unique refreshment of sparkling CocaCola 


SIGN OF GOOD TASTE 
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Percodan 


(Salts of Dihydrohydroxycodeinone and Homatropi Th plus APC) 


for pain 


prompt relief 
profound relief 


prolonged relief 


_ Percodan effectively pain through a at 


ACTS FASTER—usually within 5-15 minutes. LASTS 
LONGER—usually 6 hours or more. MORE THOROUGH 
RELIEF— permits uninterrupted sleep through the 
night. RARELY CONSTIPATES—excellent for chronic 
or bedridden patients. 


AVERAGE ADULT DOSE: | tablet every 6 hours. May be habit 
forming. Federal law permits oral prescription. 


Each Percopan* Tablet contains 4.50 mg. dihydrohydroxy- 
codeinone hydrochloride, 0.38 mg. dihydrohydroxycode- 
inone terephthalate, 0.38 mg. homatropine terephthalate, 
224 mg. acetylsalicylic acid, 160 mg. acetophenetidin, and 
32 mg. caffeine. 

Also available—for greater flexibility in dosage—PERCODAN®- 
DemMI: The PERCODAN formula with one-half the amount of 
salts of dihydrohydroxycodeinone and homatropine. 


LITERATURE AVAILABLE ON REQUEST 
ENDO LABORATORIES 
Richmond Hill 18, New York 


*U.S. Patent Nos. 2,628,185 and 2,907,768 


intensiti i ith derat d extendi a 
intensities commencing with moderate pain ana extending 
through major tr ti into further regions of severe pain 
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for the patient who is 


coughing his head off 


in upper respiratory infections 


HASACODE 


* Quiets the overactive cough reflex 
* Relieves aches and fever 

* Sedates the anxious patient 

* Handy tablet form 


COMPOSITION: Each tablet contains: 


Acetylsalicylic Acid................ 2% grains. 
Acetophenetidin (Phenacetin)....... 2% grains 
Codeine Phosphate.................. Y% grain 
Hyoscyamus Alkaloids.............. .0337 mg. 


DOSE: One or two tablets every 3 or 4 hours, as 
required. Not more than 8 tablets should be taken 
in 24 hours. WARNING: may be habit forming. 
also HASACODE “STRONG” 


Same formula as HASACODE, but with % grain 
codeine phosphate. For use where relief of pain 
is the primary target. DOSE: As for HASACODE. 


And for relief of less severe 
type of respiratory infection: 
HASAMAL® 


Same formula as HASACODE, but without codeine 
phosphate. DOSE: As for HASACODE. 


SUPPLIED: All forms available in bottles of 100 
and 500 tablets. 


CHARLES C, 


& COMPANY 
Richmond, Virginia 
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BENADRYL Hydrochloride (diphen- 
hydramine hydrochloride, Parke-Davis). 
Kapseals® of 50 mg.; Capsules of 25 mg.; 
Emplets® (enteric-coated tablets) of 50 
mg.;in aqueous solutions: 1-ce. Ampoules, 
50 mg. per cc.; 10- and 30-ce. Steri-Vials,® 
10 mg. per ce. with 1:10,000 benzetho- 
nium chloride as a germicidal agent; 
Elixir, 10 mg. per 4 ec.; 2% Ointment 
(water-miscible base); Kapseals of 50 mg. 
BENADRYL HCl with 25 mg. ephedrine 
sulfate. INDICATIONS: Allergic diseases 
such as hay fever, allergic rhinitis, urti- 
caria, angioedema, bronchial asthma, 
serum sickness, atopic dermatitis, 
contact dermatitis, gastrointestinal 


allergy, vasomotor rhinitis, phys- 


Feb. 1961 (P-492) 


ical allergies, and allergic transfusion re- 
actions, also postoperative nausea and vom- 
iting, motion sickness, parkinsonism, and 
quieting emotionally disturbed children. 
Parenteral administration is indicated 
where, in the judgment of the physician, 
prompt action is necessary and oral ther- 
apy would be inadequate. DOSAGE: Oral 
~—adults, 25 to 50 mg. three or four times 
daily. Children, 1 or 2 teaspoonfuls of 
Elixir three or four times daily. Paren- 
teral—10 to 50 mg. intravenously or 
deeply intramuscularly, not to exceed 
400 mg. daily. High doses 

may be required in acute, gen- 

eralized or chronic urticaria, 

allergic eczema, bronchial 


asthma, and status asthmaticus. 
PRECAUTION: Avoid subcutaneous or 
perivascular injection, Single parenteral 
dosage greater than 100 mg. should be 
avoided, particularly in hypertension and 
cardiac disease. Products containing 
BENADRYL should be used cautiously 
with hypnotics or other sedatives; if atro- 
pine-like effects are undesirable; or if the 
patient engages in activities requiring 
alertness or rapid, accurate response (such 
as driving). Ointment or Cream should 
not be applied to extensively denuded or 
weeping skin areas. Preparations con- 
taining ephedrine are subject to the 
same contraindications applicable to 
ephedrine alone. 
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when allergy looms large in the life of your patient... 


relieves the symptoms of food allergy When the allergic patient 
can't resist eating an offending food, the ensuing punishment is often out 
of all proportion to the nature of the “crime.” In such cases, BENADRYL 
provides a twofold therapeutic approach to the management of distressing 
symptoms, 

antihistaminie action A potent histamine antagonist, BENADRYL 
breaks the cycle of allergic response, thereby relieving gastrointestinal 
upset, urticaria, edema, pruritus, and coryza. 

antispasmodic action Because of its inherent atropine-like proper- 
ties, BENADRYL affords concurrent relief 
of gastrointestinal spasm, abdominal pain, PARKE-DAVIS 


nausea, and vomiting. PARKE, DAVIS & COMPANY, Detroit 32, Michigan 


antihistaminic-antispasmodic 
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after 5 years of research and 
41,000 patient days of clinical testing 


a new infant formula 
nearly identical to mother’s milk? in nutritional breadth and balance 


nfamil 


Infant formula 


In a well controlled institutional study,? Enfamil was thoroughly tested in conjunction with 
three widely used infant formula products. These investigators reported that Enfamil pro- 
duced @ good weight gains ¢ soft stool consistency @ normal stool frequency 


nearly identical to mother’s milk... 
e in caloric distribution of protein, fat and carbohydrate e¢ in vitamin pattern (vitamin D 
added in accordance with NRC recommendations) @ in osmolar load @ in ratio of unsaturated 
to saturated fatty acids ¢ in absence of measurable curd tension . . . enhances digestibility 


1, Macy, I. G.; Kelly, H. J., and Sloan, R. E.; with the Consultation of the Committee on Maternal and Child Feeding of the Food ‘ad 
Nutrition Board, National Research Council: The Composition of Milks, Publication 254, National Academy of Sciences and National Research 
Council, Revised 1953. 2. Brown, G. W.; Tuholski, J. M.; Sauer, L. W.; Minsk, L. D., and R I.: Evaluation of Prepared Milks in 
Infant Nutrition; Use of the Latin Square Technique, J, Pediat. 56:391 (Mar.) 1960, 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


